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It is a fortunate thing that no lesion of the 
pancreas is a very common one, except diabetes, 
which is not usually considered a surgical lesion. 
The various surgical lesions of the pancreas, while 
infrequent individually, occur often enough collec- 
tively and require such major surgical procedures 
for their correction that they constitute an im- 
portant group of problems. This discussion will be 
confined to three groups of lesions: chronic re- 


‘ lapsing pancreatitis, tumors of the islet cells, and 


pancreatoduodenal carcinomas. 

Chronic relapsing pancreatitis is one of the con- 
ditions which one can identify as susceptible to no 
very effective treatment because so many different 
treatments have been proposed. Even the definition 
of chronic relapsing pancreatitis is somewhat un- 
certain and not agreed upon. For some authors, a 
second attack of pancreatitis is sufficient to draw 
a patient into this classification; whereas other 
authors reserve the term for the classical case in 
which recurrent attacks have progressed in fre- 
quency to the point at which the discomfort is 
almost continuous, calcification of the pancreas 
may have supervened, and diabetes or, at least, 
a diabetic type of sugar tolerance curve has 
developed. 

Comfort and his associates® in 1946 described the 
syndrome of chronic relapsing pancreatitis as the 
summation of repeated attacks of acute and sub- 
acute pancreatitis characterized by recurring bouts 
of epigastric pain separated by long or short inter- 
vals of clinical quiescence. They found that it 
occurred more frequently in the male than in the 
female, with a ratio of about 6:1. The age of these 
patients ranged from 10 years to 66 years, with a 
mean age of 37. Obese persons had a predilection 
to the syndrome, and the acute exacerbations were 
frequently precipitated by alcoholic or dietary in- 
discretions. These authors described the sequelae 
of steatorrhea, diabetes, calcification, cysts, stones, 
and pressure on surrounding structures causing 
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icterus, splenomegaly or duodenal obstruction. 
Even on the basis of one’s own limited personal 
experience, it is possible to say that the symptom- 
atology and the clinical manifestations of the 
disease are extremely varied. 

The essential feature, it seems, is that the pan- 
creas is the site of an ongoing process of inflam- 
mation and fibrosis. The typical patterns seem to be 
characterized by recurrent attacks of pancreatitis 
and progressive fibrosis. It is not uncommon for ab- 
scess formation to occur or for cysts to develop in 
or alongside the pancreas. Calculi not infrequently 
form in the pancreatic duct, and it is not always 
easy to determine whether these are primary or 
secondary; in other words, whether the pancreatic 
difficulties arise because of obstruction due to 
stones in the duct or vice versa. 

The etiology of chronic relapsing pancreatitis is 
an unsettled problem. It seems wise to regard the 
causes of chronic relapsing pancreatitis as similar 
to the causes of acute pancreatitis. Since Opie23 in 
1903 postulated that some instances of the disease 
in man might be due to the entrance of bile into 
the pancreatic duct as a result of obstruction of a 
“common channel,” much has been written for and 
against the role of the “common channel” in the 
etiology of pancreatitis. The association of biliary 
tract disease with pancreatic disease has become 
common knowledge. 


Kaden and Howard'* draw a rather sharp line of 
distinction between pancreatitis which they deem 
to be secondary to biliary tract disease, manifested 
by cholelithiasis, and cases which are not so re- 
lated. As will be pointed out later, the results of 
the relief of symptoms are much more favorable 
for the group with biliary tract disease. 

In this connection, the recent experience of 
Owens and Howard?', of the Grady Memorial 
Hospital in Atlanta, Georgia, is of interest. They 
studied 32 patients with pancreatic calcification 
and found that all of them had a clear history of 
chronic alcoholism, generally substantiated by re- 
peated admissions to the hospital. Every patient 
was studied for evidence of gallstones, either by 
x-ray, laparotomy, or autopsy and none was found 
in any of the patients. Twenty-nine of the 32 
patients had had symptoms of relapsing pancrea- 
titis. The authors ventured the opinion that the 
heavy ingestion of ethyl alcohol is intimately 
connected with the development of pancreatic cal- 
cification, and stated that neither cholecystectomy 
nor choledochostomy affects the course of alcoholic 
pancreatitis, It should also be stated as Kelley and 
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his associates'? have recently pointed out, that 
calcification of the pancreas is significant only 
when it causes pain or is accompanied by pan- 
creatic insufficiency. In their study, only 17 of 31 
such patients had evidence of pancreatitis. 

Table I is a brief resume of various methods 
which have been proposed for the relief of patients 
with chronic relapsing pancreatitis, once the con- 
dition has progressed to the typical form of the 
disease. 


TABLE | 


Method of Treatment of Chronic Relapsing Pancreatitis 
Removal of stones from the pancreatic duct. 
. Sphincterotomy (Doubilet and Mulholland). 
5 eee sympathectomy, and splanchnicectomy (Rienhoff and 
aker). 
Sympathectomy and splanchnicectomy (Ray and other authors). 
Ligation of the duct of Wirsung (Rienhoff). 
Total pancreatectomy (Clagett). 
Pancreatoduodenectomy with preservation of the tail (Longmire). 
Anastomosis of the duct of Wirsung to a defunctionalized loop of 
jejunum (Cattell). 


It has been accepted that when present, biliary 
tract disease should be eliminated. Howard and 
Jordan!3 have reported on 33 patients (29 from the 
literature plus four of their own), in whom chronic 
relapsing pancreatitis and common duct stones 
were associated. Surgery for the common duct 
stones resulted in complete relief of symptoms in 
82 per cent, partial relief in 12 per cent, and no 
improvement in only 6 per cent. They point out 
that these results are far superior to the results 
obtained in patients without common duct stones. 
Whether others will generally have such a happy 
experience with a group of similar cases cannot be 
stated at this time. Experience indicates that about 
75 per cent of all cases of pancreatitis are associated 
with gallstones. It would be rather surprising if all 
of these cleared up with cholecystectomy and re- 
moval of stones from the common duct, although 
many of these patients have had no further attack, 
as far as is known. 

Biliary intestinal anastomosis may be of some 
value in cases where the common duct is partially 
or completely occluded. It is a means of decom- 
pressing the biliary and pancreatic ducts. Bowers? 
has reported 19 cases of choledochojejunostomy, 
using the Roux-en-Y technique with good results. 

The sphincterotomy originally proposed by Dou- 
bilet9, 10.11 in which a knife blade is fixed to the 
end of a probe and used in such a way that the 
probe can be passed down the common duct, the 
blade opened, and the sphincter cut, has more 
recently been done under direct vision transduo- 
denally. Doubilet has stated that up to 90 per cent 
of his patients got relief following this procedure. 

However, Longmire’s'!® experience has been that 
none of the patients with chronic relapsing pan- 
creatitis got relief by this maneuver. Presumably, 
the group of patients considered by these two 
authors was not the same. 

Our own experience has been that sphincterotomy 
has not generally been effective in the severe, well- 
established cases, although we have not had a large 
experience with it under these conditions. 


PNSMe oro 


The approach of those advocating nerve inter- 
ruption is directed not primarily at the disease 
process itself, but at the symptoms. Bronson Ray?’, 
who made a careful study of the nerve pathways 
to and from the pancreas, concluded that it was 
sufficient to resect the sympathetic chains bilater- 
ally from D-11 to L-1, and include the greater and 
lesser splanchnic nerves. Using this procedure, 
relief has been obtained in about half of the 
cases to which it has been applied in our clinic. 
Two of the successful cases had only unilateral 
sympathectomy. 

Rienhoff and Baker30 reported a case of relief 
using vagotomy and transthoracic sympathectomy, 
in which partial pancreatectomy and ligation of the 
duct of Wirsung had been ineffective. It has been 
generally accepted by most persons’, 20.27 that af- 
ferent impulses from the pancreas do not travel 
over the vagus, and that relief can be obtained by 
sympathectomy and splanchnicectomy. 

Most authors agree that patients have occasional 
twinges of discomfort, often accompanied by an 
elevated serum amylase, indicating that the process 
is advancing in the pancreas, but that the patient 
feels little or nothing at all. Although this method 
has done some good and made it possible for some 
individuals to give up narcotics, certainly it does 
not appear to be a very basic approach to the prob- 
lem. While it is true that by electrical stimulation 
to the splanchnic nerves in animals certain French 
workers produced pancreatitis, it still seems doubt- 
ful that interruption of the sympathetic nerve is 
really capable of an underlying improvement in 
the condition of the pancreas. 

Gastrointestinal diversion has found its greatest 
use in cases of mechanical duodenal obstruction 
secondary to chronic relapsing pancreatitis. Gastro- 
enterostomy may be sufficient to relieve obstruc- 
tion in the debilitated patient in whom a more 
extensive procedure is attended by a greater risk. 
Pyloric exclusion has the theoretical advantage 
of preventing the direct flow of gastric acid 
through the duodenum, and therefore diminishing 
the stimulatory effect of secretion. Richman and 
Colp28 have advocated subtotal gastrectomy and 
vagotomy. They reported dramatic relief in two 
of three patients, suggesting that minimizing the 
excessive periodic stimulation of the secretin me- 
chanism is the mode of relief. Again, this is not 
attacking the pancreatic pathology directly and 
should, probably, be reserved for the patient with 
coexisting disease of the stomach or duodenum. 

Pancreatolithotomy has resulted in the genera! 
experience that the stones re-formed or that more 
stones came down toward the ampulla after the 
operation, although occasional examples of im- 
provement have been reported. 

Ligation of the main pancreatic ducts, as reported 
by Martin and Canesco2', if successful, should lead 
to complete atrophy of acinar tissue and eliminate 





November, 1959] 


The Manitoba Medical Review 667 





the pancreatic digestive ferments from the intesti- 
nal tract and aggravate the nutritional deficiencies 
which may be a natural sequela of the disease. 

Cattell3. 4 first demonstrated the feasibility of the 
anastomosis of the pancreatic ducts to the jejunum 
as an effective measure of relieving pain. Wangen- 
steen34 reported relief in several patients operated 
on by Lillehei using this technique. Cattell5 later 
stated that this method had no appreciable appli- 
cation in the management of this disease. 

Failure to obtain reasonable results by application 
of the above methods has led to the application of 
pancreatic resection of varying degrees. Lichen- 
stein!® and DuVal!? have attempted to leave the 
head of the pancreas, removing the body and tail, 
which are of course more readily susceptible to 
surgical attack. This may be applicable in a few 
cases where the pathological process of the disease 
is localized to the body and tail of the gland. Our 
own experience with this technique has not been 
good, and Longmire’® has recently reported adverse 
experience. 

Pancreatoduodenectomy, although a major under- 
taking, has become the procedure of choice for those 
patients with severe, unrelenting disease. Long- 
mire'!® has reported carrying out the procedure in 
cight cases. No attempt was made to anastomose 
the duct to the gastrointestinal tract, and in respect 
to this the procedure is reminiscent of the ligation 
of pancreatic ducts as performed by Rienhoff30, 

Total pancreatectomy for this condition was first 
carried out at the Mayo Clinic by Clagett35 in 
1944. Several such cases were done at the Clinic, 
but a subsequent report indicates that none of 
them were permanently successful. The operative 
mortality was fairly high, and those who sur- 
vived the operation succumbed at varying intervals 
afterwards. 

We had one moderately successful experience 
with this procedure in which a Whipple type re- 
section including the entire pancreas was carried 
out in a white male of 62. He survived with vari- 
ous difficulties for over nine years, and finally died 
at the age of 71 largely, we believe, of other causes. 
During the interval, he had one operation for a 
stricture of the anastomosis between the common 
duct and the jejunum, another operation for a 
fracture of the acetabulum, and certain other ill- 
nesses. Despite these problems, he was up and 
about and enjoying life most of. this period and 
even undertook to go salmon fishing in New 
Brunswick. As his course developed, it became 
evident that he was indeed a confirmed user of 
large amounts of alcohol, and we do not believe 
that he ever gave this up for any considerable 
period of time. 

The great disadvantage of total pancreatectomy 
is, of course, diabetes. If an individual has already 
been rendered diabetic by the disease process, one 
is somewhat less reluctant to remove the pancreas, 
but many of these individuals either do not have 


clinical diabetes at all or have a relatively mild 
form of the disease. One of the most fascinating 
observations with total pancreatectomy is the rela- 
tively low insulin requirement, generally averag- 
ing around 40 units a day, which these individuals 
manifest. While the requirement is low, it is abso- 
lute, and any interruption in medication tends to 
be followed rather quickly by dire consequences. 
It is, therefore, doubtful whether the procedure 
will ever be suitable for individuals who are not 
intelligent and reasonably diligent in taking care 
of themselves. 

To summarize the present status of this difficult 
subject, it may be said that: 

1. Any disease of the biliary tract should be 
cleared up. Cholecystectomy should be carried out 
if there are stones in the gallbladder, and the 
common duct should be explored and any stones 
removed. 

2. If there are no abnormalities of the biliary 
tract or if the process does not subside after they 
are cleared up, one has to decide whether the case 
is likely to be controlled fairly easily. In this case 
we think that sympathectomy and splanchnicec- 
tomy are worth-while and can be recommended 
chiefly because of the low mortality involved. 
Unfortunately, the hospitalization required is sub- 
stantial because of the bilateral approach which 
ordinarily calls for two stages in addition to 
the original laparotomy at which the diagnosis is 
confirmed. 

3. In those cases in which simpler measures do 
not effect adequate relief or in those in which the 
disease process is so well developed that it seems 
unlikely that satisfactory relief can be expected 
from the simpler measures, total or subtotal pan- 
createctomy appears to be the definitive treatment. 
It is unlikely that the mortality of this procedure 
will be less than 10 to 25 per cent in the hands of 
the average of a group of very skillful surgeons, 
and this must be weighed against the severity 
of the symptoms and the disability which they 
produce. 

Let us turn now to a happier subject, that of 
islet cell tumors of the pancreas. These occur both 
in a malignant and a benign form. Attempts to 
establish malignancy on a histologic basis alone 
have not been successful. In other words, a benign 
tumor may look malignant due to blood vessel in- 
vasion, so that the essential criterion of malignancy 
for this tumor is metastasis. If one cannot identify 
the tumors as malignant until they metastasize, it is 
not surprising that there are no recorded recoveries 
of proven malignant islet cell tumors. Suffice it to 
say that they occur in both a functioning and a 
non-functioning form. When both the tumor and 
the metastases have the capacity of producing 
insulin, a very serious form of hyperinsulinism 
supervenes which tends to get progressively worse 
until the patient finally succumbs. In the non- 
functioning form, there is little to distinguish the 
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tumor from many other metastasizing carcinomas. 
Fortunately, the great majority of the tumors aris- 
ing from the islet cells are benign adenomas. 

We have had one benign adenoma which was 
non-functioning and which grew to a great size. 
In fact, it was thought to be a spleen, which one 
of our internists watched from year to year until 
after 9 years it got to be about the size of a foot- 
ball. Then it was decided that splenectomy should 
be carried out. The tumor proved not to be 
connected with the spleen but was a large retro- 
peritoneal growth springing from the tail of the 
pancreas. Despite the fact that its removal was 
not considered total, there has been no recurrence 
over a period of about six years so far as the 
patient’s physicians have been able to establish on 
periodic examinations. 

The statistics indicate our own experience with 
the typical insulin-producing adenoma and reflect 
an analysis of the literature which was carried out 
by Howard, Moss and Rhoads!*. At the time 
of this survey, 398 cases of islet cell tumors had 
been recorded and 200 had been operated upon. 
The mortality rate had been 8.4 per cent and the 
case rate 87.3 per cent of the survivors. The cause 
of failure among survivors was usually failure to 
find the tumor. In this connection the incidence 
of multiple tumors, 12.6 per cent, is important. 
The distribution of the tumors is throughout the 
gland, and they may also arise in ectopic pancreas. 
(Table II). 





TABLE Il 
Ectopic Islet Cell Tumors 

Author: Location: 
1. Vecchi... - coven veeeeweneneenee- Near tail of pancreas 
2. White and Gildea __. _...Posterior to head of pancreas 
3. Rudd and Walton ___. _..Gastrosplenic omentum 
2 | eee Retroperitoneal between head of 

pancreas and liver 
CS Ree er CP Ie Posterior to tail of pancreas 
6. Holman, Wood and Stockton ___. Between tail of pancreas and spleen 
7. Lopez-Kruger and Dougherty... Near duodenum 
8. Stewart and Hartfall . In wall of duodenum 
9. Holman, Wood and Stockton... In wall of duodenum 


Therefore, when a tumor is found on exploration, 
it is always necessary to continue the exploration 
until the entire gland has been carefully felt, and 
this usually involves mobilizing the body and tail 
by incising the peritoneal reflection along the 
lower border of the body and tail and mobilizing 
the head by the standard Kocher maneuver of in- 
cising the peritoneum along the greater curvature 
of the duodenum. 

When nec tumor is found and when the clinical 
picture has been clear, a blind resection of the 
body and tail of the pancreas seems reasonable to 
undertake. In 77 patients in whom this was carried 
out according to the literature, the procedure 
resulted in a “cure” of the patients’ symptoms 
in 42.2 per cent. Adenomas which had not been 
identified by palpation were discovered in 11 per 
cent of the surgical specimens. 

In those cases in which there is a general hyper- 
plasia of all of the islets and no specific tumor, it 
is usually necessary to remove about 90 per cent 


of the pancreatic tissue in order to control the 
hyperinsulinism. 

The results of surgery in those cases in which a 
tumor is found are very nearly perfect. We have 
followed Dr. I. S. Ravdin’s first case for over 16 
years, and one of the early cases at our hospital 
returned recently and had had no further difficulty 
so far as his pancreas was concerned. While we 
presume that sooner or later cases will come to 
light in which one adenoma is active and is re- 
moved, and later another adenoma is found, this 
has not occurred in our own experience as yet. 

The association of non-insulin producing islet 
cell tumors of the pancreas and progressive peptic 
ulceration, recorded from time to time in the medi- 
cal literature, was thought to be coincidental until 
recently. In 1955, Zollinger and Ellison38 described 
two patients with such findings and reviewed 
four other cases collected in the literature. These 
authors suggested that there might be an etiologi- 
cal relationship between the islet cell tumor and 
the occurrence of peptic ulcer. They advanced the 
concept of a clinical entity consisting of hyper- 
secretion, hyperacidity, and atypical peptic ulcer- 
ation associated with non-insulin-producing islet 
cell tumors of the pancreas, to which their names 
have been attached. Since they have described this 
syndrome, a number of other cases have been re- 
ported in the literature. 

In contrast to tumors arising in the islet cells, 
which are generally benign, those which arise from 
the acinar tissue of the pancreas are generally 
malignant. The prognosis from these tumors has 
been uniformly discouraging. In fact, so far as is 
known, there are no instances of five-year survivals 
after radical surgery for tumors of the body and 
tail of the pancreas. In fact, Poulsen?® in 1957 
stated that in the world literature there were only 
13 recorded cases of five-year survivals following 
radical surgery for carcinomas of the ampulla of 
Vater and only 16 following operation for carci- 
noma of the head of the pancreas. The difference 
is undoubtedly due to the early development of 
jaundice in patients with lesions of the ampulla of 
Vater and the head of the pancreas. Other im- 
portant diagnostic signs of carcinoma in these areas 
are pain, weight loss, altered carbohydrate meta- 
bolism, and positive x-ray findings. 

Another interesting adjunct to the diagnosis 
of carcinoma of the pancreas has recently been 
explored. The determination of serum leucine- 
aminopeptidase shows early promise in the diag- 
nosis of malignancy of the pancreas31. Values in 
patients with carcinoma of the pancreas have shown 
a persistent elevation. More time will have to be 
allowed for a better evaluation of this method. 

Bell‘ has recently reviewed the necropsy records 
on 609 patients who died of carcinoma of the pan- 
creas during a 45-year period at the University of 
Minnesota. The distribution of the pancreatic neo- 
plasms in his series showed 59.1 per cent for the 
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head, 18.2 per cent for the body, 7.4 per cent for 
the tail, and 15.3 per cent for other sites. 

The diagnosis at operation is another difficult 
problem, and frozen section must frequently be 
relied upon. Spjut and Ramos33 recently reviewed 
68 consecutive frozen section biopsies of the am- 
pullary region, in which 49 had neoplasms and 19 
had non-neoplastic disease. There were six erron- 
eous diagnoses in the 68 sections; all of the errors 
occurred in the cancer group, and in each instance 
the mistake consisted in an underdiagnosis of the 
lesion. No benign lesions were diagnosed as malig- 
nancies. It is interesting that they had only three 
complications, of which two were abscesses and 
one was a pancreatic fistula. The problem is a 
difficult one in which the surgeon must decide on 
the means of securing an adequate amount of tissue 
for the pathologist and yet keeping to a minimum 
the postoperative complications. 

On the surgical services at the Hospital of the 
University of Pennsylvania, 160 patients have been 
operated on for carcinoma of the head of the pan- 
creas, the lower end of the common bile duct, the 
papilla of Vater, and the adjacent portions of the 
duodenal wall during the period from 1941 to 1958. 
This experience will be reviewed mainly with the 
aim of evaluating radical pancreatoduodenal re- 
section. This procedure was first carried out in 
1935 by Dr. Allen O. Whipple37, then Chairman of 
the Department of Surgery at the College of Phy- 
sicians and Surgeons at Columbia University. 

From the standpoint of the operating surgeon, 
these four carcinomas are not always readily 
distinguishable. We believe, therefore, that it is 
advantageous to consider them as a single group 
as well as to consider them individually. The ex- 
perience with this series shows that most of these 
tumors have been deemed unsuitable for resection 
by the cperating surgeon who encounters them. 

Of the minority of patients who have had radicai 
pancreatoduodenal resection, the operative mortal- 
ity has been high, but the surgeons have also been 
rewarded by a higher percentage of five-year sur- 
vival than seemed possible several years ago. This 
experience is by no means unique, and brief 
reference will be made to the reports of certain 
other authors who have had a similar favorable 
experience. 

Table III will outline how the data have been 
considered. We have follow-up data on all of the 
patients undergoing radical resection and on all 
but two of the remainder of the series. You will 
note that in 61 of the unresected cases, no histo- 
logic diagnosis was established. We have studied 
this group in comparison with the 58 cases in which 
a diagnosis was established histologically, but in 
whom the tumor was not resected. We believe that 
the long term survivors among the unconfirmed 
cases probably indicate the approximate error in 
the clinical diagnosis. However, it is acknowledged 
that this cannot be established with certainty on 


the one hand because an occasional tumor in this 
group progresses very slowly, and on the other 
hand because we do not know that all of the 
patients who succumbed indeed had a carcinoma 
of the pancreatoduodenal type. 


TABLE II! 


Pancreatoduodenal Carcinoma 
Hospital of the University of Pennsylvania — 1958 





|... Sas 

a, OS, Histological Diagnosis _.._. 99 
Lost from Follow-up —_. 2 Clinical Diagnosis Only____. 61 
Radical Palliative Procedures 
Resections Biopsy No Biopsy 

ae 32 40 

 , \ ees 14 26 21 

WI ice aciccciccentbnnceanmneceiaial . 41 58 61 


The cases operated on up until March 1, 1953, 
upon whom we have five-year follow-up reports 
are analyzed in Table IV. Twenty-seven had a 
radical resection. Of this group, seven died within 
30 days of operation and seven survived five years 
or more, each figure representing 26 per cent of 
the series. Of the seven five-year survivors, three 
have subsequently succumbed. 


TABLE IV 


Pancreatoduodenal Carcinoma 
Hospital of the University of Pennsylvania — 1958 














Whipple Resections Carried Out Before 3/1/53 27 
Follow-up 27 
Operative Mortality 7 (26%) 
5-Year Survivors 7 (26%) 
Average Survival up to 3/1/58 30.5 mos. 
Average Survival up to 3/1/58 
Excluding Operative Deaths ___. 41.5 mos. 





A comparison of this group of patients with those 
who had palliative procedures—by which we 
mean laparotomy with some procedure less than 
a resection —for the years 1941 to 1953 is shown 
graphically in Figure 1. Even with the high oper- 
ative mortality, the resected cases appear to have 
fared considerably better than the others. This is 
to be expected in some measure because the more 
favorable cases were, in general, selected for re- 
section. However, we feel the figures are important 
because some authors have implied that even with 
this advantage, the resected cases have not fared 
better than the others. 


PANCREATO DUODENAL CARCINOMA 
Hospital University of Pennsylvania ,1958 


Histologically proven cases 
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Table V indicates the most recent follow-up 
information on the seven five-year survivors. 
Three have died, two presumably of slow growing 
tumors, and one of cardiac arrest during the ad- 
ministration of anesthesia for the resection of a 
colonic carcinoma. 

TABLE V 
Pancreatoduodenal Carcinoma 


Follow-up of Patients Surviving Whipple Resection for 5 Years 
Site of Tumor Surgeon Present Status Cause of Death 


1. Ampulla H.A.Z. Living and well 99 mos. 

2. Ampulla e E.R. Living and wel! 78 mos. 

3. Ampulla W.C.S. Living and well 60 mos. 

4. Common Duct H.A.Z. Living and well 132 mos. 

5. Common Duct H.A.Z. Died 78 mos. Cardiac Arrest* 
6. Common Duct J.E.R. Died 80 mos. Original Tumor 
7. Duodenum H.A.Z. Died 84 mos. Original Tumor 


tion of anesthesia for resection of primary 


*During the administr 
colonic carcinoma. 


Table VI shows that three of the proven cases 
developed second malignancies which appeared to 
be primary and not metastatic. These are derived 
from the resected series of patients who survived 
the immediate postoperative period. It is quite 
possible that it is merely a chance happening that 
we saw three of these in this short series, but 
should such a ratio continue, one might predicate 
some interrelationship or common factor in the 
etiology of such multiple tumors. 

TABLE VI 
Pancreatoduodenal Carcinoma 


Hospital of the University of Pennsylvania — 1958 
Occurrence of Additional Primary Malignancies 


Patient Ist Tumor Survival 2nd Tumor 
G.P. Common Duct 78 mos. Colon Carcinoma 
H.S. Head of Pancreas 59 mos. Breast Carcinoma 


F.H. Head of Pancreas 42 mos. Lymphatic Leukemia 
These occurred in a series of 29 patients who survived radical 
pancreatoduodenal resection. 

Although Whipple’? introduced radical pan- 
creatoduodenal resection as early as 1935 and 
carried the two stage procedure out successfully, 
it was not until 1947 that we had a record of a 
five-year survivor being reported. In 1953, Orr24 
reviewed the literature and collected 16 such cases. 
In 1955, Muir22 reported two successful cases, and 
this was followed by the report of Smith32 of six 
five-year survivors in a series of 34 cases. 

From the standpoint of operative survival, Smith’s 
series and that of Dennis and Varco® appear to be 
particularly successful. In fact, Smith was able to 
report a series of 33 consecutive cases without such 
a fatality. Table VII recapitulates the reported 
cases in the English literature and is taken in sub- 
stance from the earlier publication of Rhoads, 
Zintel, and Helwig29a. Orr’s series is a collected 
series, and the subsequent figures indicate net 
additions to it. 

It is of interest that three clinics have had con- 
siderable success with lesions in the head of the 
pancreas. None of our survivors were judged to 
have had their tumors originate in this site. It 
must be realized in interpreting these figures, how- 
ever, that carcinomas of the head are much more 
frequent than carcinomas of the ampulla, so that 
the incidence of five-year survival for carcinoma 
of the head of the pancreas is undoubtedly much 
lower than it is for the ampullary lesions. 


TABLE Vil 


Five-Year Survivors of Whipple Operations for Pancreatoduodenal 
Carcinoma from the Literature 


Ampulla and 
Common Duct 


Papilla 
Duodenum 
Location 
Not Stated 


Author and Year: 
Orr, T. G. pe series) 1952 - 7 6 
et te... 1 = wale was 2 


Dennis and Varco (collected 
series in addition to Orr’s) 


1956 
Smith, R., a = Stee of 
Ross, D. E., 
Rhoads, Zinta r# Helwig, 1957. 
Waugh and Giberson, 1957 ____. 
Case Added from Hospital of 
University of Pennsylvania... __ 


ee 7 6 6 3 3 55 


Time will not permit a full discussion of the 
operative mortality. However, the principal causes 
of death in our experience have been post-opera- 
tive hemorrhages, usually associated with erosion 
of arteries by pancreatic juice, no doubt activated 
by the addition of duodenal juice. This type of 
difficulty occurred in five patients. Thromboem- 
bolic phenomena occurred in three patients. 

The Whipple resection is still a formidable 
procedure, and it is probably best to concentrate 
experience with it in the hands of one or two 
individuals in each clinic. 

The series of Rhoads, Zintel and Helwig29 
consisted in 27 patients who underwent radical re- 
section for pancreatoduodenal carcinoma over five 
years ago. The operative mortality was 26 per cent 
and the number of five-year survivors was also 26 
per cent. The average period which the 27 patients 
have lived so far is 30.5 months, including the 
operative deaths. This is compared with an average 
survival of 11 months for 22 patients in whom the 
diagnosis was confirmed histologically but in 
whom only shunting procedures were carried out. 
The average survival in nine patients in whom the 
diagnosis was confirmed histologically, but in whom 
only exploratory laparotomy was performed was 
only 2.5 months. 

Waugh and Giberson36 recently reviewed 85 cases 
of radical resection of the head of the pancreas and 
duodenum for malignant processes. The lesion 
was in the head of the pancreas in 42 cases, the 
ampullary region in 30 cases, the duodenum in six 
instances, the common bile duct in five cases, the 
stomach in two cases, and the colon in one. The 
mortality rate was 20 per cent, with the operative 
mortality being lowest in patients operated upon 
with ampullary lesions (4.2 per cent). The five- 
year survival was 27 per cent, and the three-year 
survival rate was 28.6 per cent. The survival rate 
was best in the duodenal lesion, next best in the 
ampullary lesion, and poorest in lesions of the head 
of the pancreas. When no lymph nodes were in- 
volved, the three-year survival was 45.8 per cent. 
When lymph nodes were involved, the survival fell 
to only 12 per cent. 
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We submit that the radical resection of the 


Whipple type carries too high a mortality to be 
used in far advanced cases, but in early cases in 
which there is no evidence of spread to the liver 
or to regional lymph nodes, we believe the results 
compare more or less favorably with some other 
internal malignancies, such as carcinoma of the 
lung and carcinoma of the gallbladder, although 
they are slightly less favorable than for carcinoma 
of the stomach and considerably less favorable than 
for carcinoma of the colon. 
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The Relation of Staphylococci to Disease 
J. C. Wilt, M.D., M.Sc., F.A.C.P. 


Most articles in the current literature dealing 
with staphylococcal infections are concerned with 
the epidemiology and control of infections within 
hospitals. Investigations of this type are certainly 
important, but it is probable that the ultimate con- 
trol of staphylococcal infections will be brought 
about when we have a better understanding of the 
staphylococcus and of its relation to disease. This 
paper is a summary of what is now known about 
the way in which staphylococci produce human 
infections. 

The main staphylococcal infections that occur in 
humans are shown in Table 1. These infections can 
be considered in two categories; by far the com- 
monest forms are the relatively benign localized 
skin infections such as pimples, pustules and boils. 
Localized lesions are occasionally complicated by 
direct extension with the development of a car- 
buncle, or the organism may spread from the local 
site to regional lymph nodes and to the blood 
stream; dissemination by the blood stream may 
lead to metastatic lesions of internal organs. This 
first category of disease is characterized by local 
invasion either in the skin or in the metastatic 
sites. 

TABLE 1 


Staphylococcal Diseases in Humans 


1. Skin infections 
Pustules, Boils, Carbuncles, Breast Abscesses and Wound Infections. 


. Septicemia 
(a) Acute Fulminating Infections. 
(b) Sub-acute Infections with Metastatic Abscesses or Endocarditis. 


. Acute Osteomyelitis. 


. Pulmonary Infections 
Broncho-Pneumonia, Lung Abscesses, Empyema. 


Enterocolitis. 

Food Poisoning. 

The second category of staphylococcal disease is 
a toxemia; this may occur as a primary entity such 
as food poisoning, or it may occur as an occasional 
complication of invasive diseases. Food poisoning 
is a special form of toxemia due to ingested toxins 
or diffusible products acting locally upon the in- 
testinal mucous membrane as well as probably 
circulating and acting upon the central nervous 
system. The toxemia that complicates localized in- 
fections usually results in acute shock and collapse, 
although it is possible that it occurs in less severe 
forms. 

It has been customary to consider the manifesta- 
tions of staphylococcal infections as the result of 
two properties of the organism, invasion and tox- 
icity. This probably represents a useful clinical 
approach in distinguishing the relatively benign 
local skin diseases such as boils from the severe 
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and often fatal toxemias which are much less com- 
mon. It must be appreciated however that the 
manifestations of both types of diseases are the 
result of diffusible products or toxins; in the case 
of boils these act locally whereas with toxemias 
they circulate and affect organs remote from the 
primary invasive site. 

The diffusible products or toxins that have been 
identified up to the present time are listed in Table 
2. Staphylocoagulase is a thrombin-like substance 
which converts fibrinogen to fibrin. Organisms 
which produce coagulase are potentially patho- 
genic. The fibrin produced by coagulase action on 
plasma becomes deposited around the cocci and 
tends to protect them from phagocytosis. Staphy- 
locoagulase is antigenic and antibodies can be 
demonstrated in the blood following infection. 


TABLE 2 

Diffusible Products of Staphylococci 
1. Staphylocoagulase 7. Dermonecrotoxin 
2. Alpha Hemolysin 8. Leukocidin 
3. Beta Hemolysin 9. Hyaluronidase 
4. Delta Hemolysin 10. Fibrinolysin 
5. Other Hemolysins 11. Proteinases and Lipases 
6. Lethal Toxin 12. Enterotoxin 


13. Unidentified Products 


The three hemolysins, alpha, beta and delta are 
readily demonstrated by their effect on the red 
blood cells of different species of animals. Alpha 
and delta hemolysins are produced by practically 
all coagulase positive, but not by coagulase nega- 
tive strains, the production of beta hemolysin, 
however, correlates less frequently with coagulase 
positive organisms. Despite this close correlation of 
alpha and delta hemolysin production with patho- 
genic organisms, hemolysins have never been shown 
to have any relation to disease; hemolysis is not a 
characteristic of staphylococcal lesions. 

The lethal factor can readily be demonstrated 
in rabbits by the injection of a culture or culture 
filtrate. It is presumed to act upon an important 
cycle in cellular metabolism resulting in cell necro- 
sis; a subcutaneous dose produces a localized area 
of necrosis, whereas an intravenous dose has a 
fairly specific necrotizing effect on heart muscle 
resulting in death of the animal. These experi- 
ments have been carried out on animals and the 
results cannot be transposed directly to humans. 
The lethal factor is not operative systemically in 
the vast majority of staphylococcal infections in 
humans as represented by pustules and boils, but 
the occasional complications of profound collapse 
and shock that occurs particularly in the acute 
fulminating form of septicemia, may represent the 
result of circulating lethal factor with a necrotizing 
effect upon the heart muscle. 

The dermonecrotoxin has a local necrotic effect 
which may be related to the development of 
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carbuncles from boils or the development of a 
gangrenous lesion from bedsores. Lymphangitis 
usually accompanies this form of lesion. 

Leukocidin is one of the most important diffusible 
products having an effect on the development of 
the local lesion. In low concentrations it has a 
negative chemotactic effect, in high concentra- 
tions it destroys aggregates of leukocytes; after the 
phagocytosis of staphylococci, leukocidin may be 
produced within the polymorphonuclear and des- 
troy it. In the later stages of the lesion, leukocidin 
may have an effect on the bone marrow with the 
production of anaemia and leukopenia. 

Hyaluronidase is also produced by most coagulase 
positive strains of staphylococci. It has been sug- 
gested that hyaluronidase dissolves intracellular 
cement substance and permits the diffusion of the 
cocci into the tissues; since spreading is not a com- 
mon characteristic of staphylococcal lesions, but 
rather localization, it seems doubtful that hyal- 
uronidase plays much part in most staphylococcal 
infections. It may be involved in the occasional 
production of carbuncles from pimples, boils or 
wound infections. 

Fibrinolysin is capable of dissolving fibrin in 
vitro; it has never been shown to contribute to the 
pathogenicity of the organism in human disease. 

The relationship of enterotoxin to food poisoning 
is well established. This is a heat stable toxin 
produced by staphylococci in or on contaminated 
food which is stored at room temperature for some 
time prior to eating. The ingested enterotoxin acts 
on the mucous membrane of the gastro-intestinal 
tract and also probably circulates and acts upon 
special nervous system centers with the production 
of the typical symptomatology of food poisoning. 

These products have been identified on the basis 
of in vivo and in vitro activities. Some of these 
products or activities have no relation to human 
disease; it is possible that a number of these activi- 
ties are the function of a single product. It is also 
possible that some very important diffusible pro- 
ducts have not yet been identified. There would 
seem to be no doubt that further investigations on 
diffusible products will contribute greatly to our 
knowledge of the relationship of staphylococci to 
disease. 

The majority of staphylococcal infections origin- 
ate in the hair follicles of the skin. Since potentially 
pathogenic organisms are constantly present on the 
skin, the initial step in establishment of an infection 
is probably an alteration in tissue susceptibility; 
this may be brought about by a number of factors 
including traumatic or chemical injury, allergic re- 
sponses or endocrine disturbances. As a result of 
this alteration in the tissue, organisms present in 
hair follicles may rupture through the follicle into 
the dermis. One of the main factors that determines 
the outcome of this exposure is the size of the 
inoculum; over 1 million organisms are required to 
establish an infection in a healthy human, a lesser 


number are handled by local phagocytes with little 
or no outward manifestation of infection. With a 
dose of 1 million organisms or more, a sufficient 
concentration of diffusible products can be produced 
to establish a local lesion: staphylocoagulase and . 
leukocidin are most important in this phase. The 
other diffusible products are thought to play a part 
in the later stages of the disease or in the production 
of occasional complications, e.g., dermonecrotoxin 
and possibly hyaluronidase may facilitate the de- 
velopment of carbuncles or gangrene. Diffusible 
products (lethal factor) may circulate with the 
production of a toxemia; this seems to be a rela- 
tively rare complication occurring most commonly 
during an acute fulminating septicemia, Table 3. 
The invasion or inoculation of organisms into a 
tissue is only an early stage in the process of in- 
fection; disease is really a manifestation of the 
effect of diffusible products acting locally in boils 
or generally in a toxemia. 


TABLE 3 
Relation of Diffusible Products to Human Disease 
1. Skin infections — Coagulase and Leukocidin 
Carbuncles } Dermonecrotoxin and 


Gangrene Hyaluronidase? 
2. Food Poisoning — Enterotoxin 
3. Toxemia 
Anemia and Leukopenia Lethal Factor? 
Necrotizing Pneumonia 
4. Hemolysins and Fibrinolysin? 
5. Unidentified Products 


The eventual outcome of an exposure to this 
organism depends upon factors related to the host. 
The relative degree of importance of these factors 
varies in different infections, and in this regard 
staphylococcal infections are unique in many re- 
spects. Staphylococci are commonly associated with 
man normally; up to 80% of persons carry poten- 
tially pathogenic staphylococci in the nose. The 
number of infections resulting from this high ex- 
posure rate must be regarded as infrequent; severe 
complications resulting from these minor infections 
are also uncommon. It would seem reasonable to 
suppose that we are dealing with an organism 
having a relatively low degree of virulence for 
man or a host which usually has a high degree of 
natural resistance to the staphylococcus. 

Most studies on the staphylococcus show that it 
does not vary in virulence, strains isolated from 
severe disease have the same degree of virulence 
as those isolated from carrier sites. The most im- 
portant factor that influences the outcome of an 
exposure is the size of the dose of pathogenic or- 
ganism; virulence of pathogenic organisms does not 
vary. 

If we examine the host from the general clinical 
approach we find that a number of conditions in- 
fluence susceptibility to infection; these include 
general health, avitaminosis, endocrinological dis- 
turbances, cortisone and A.C.T.H., starvation states, 
traumatic shock and such systemic disease as dia- 
betes mellitus. More detailed examination of the 
immune mechanisms involved in protection against 
infection brings up the old controversy of the rela- 
tive degree of importance of circulating and tissue 
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immunity. There would seem to be no doubt 
that in staphylococcal infections cellular immunity 
plays the most important part, particularly in the 
common locally invasive diseases, table 4. 


TABLE 4 


Dacicé to Inf ry 


. Non-Specific Immunity 
Local Factors — Skin, Sweat, Etc. 
General Factors — Diet, Endocrines, Etc. 
Cellular — Polymorphs and R.E. Cells 





_ 


2. Specific Immunity 
Humoral — Antibacterial or Antitoxic 
Naturally Acquired — Disease 
Active — { Artificially Acquired — Vaccine 


or Toxoid 
. { Naturally Acquired — Maternal 

Passive — | Artificially Acquired — Antiserum 
3. Hypersensitivity 

The efficiency of circulating antibodies is difficult 
to determine. The fact that some degree of acquired 
immunity results from previous staphylococcai 
infections and the fact that the majority of people 
show circulating antibodies suggests that antibodies 
play a part in acquired immunity. It is very diffi- 
cult experimentally to demonstrate a consistent 
effect of either antitoxins or antibacterial antibodies 
on the development of the local lesions. In addition 
the level of antibodies do not correlate well with 
a history of recent disease. There may be an 
explanation for this lack of effect of circulating 
antibodies in the development of local lesions, when 
one considers the established lesion is usually 
ischemic or necrotic, so that antibodies may not be 
able to penetrate the area. It is also possible that 
diffusible products of the staphylococcus may be 
concentrated within cells and be much less acces- 
sible to antibodies. In any case, it seems doubtful 
that antitoxic or antibacterial antibodies have a 
significant influence on the development of the 
local lesion. 

When diffusible products circulate as in a tox- 
emia however, it is quite possible that circulating 
antibodies would be effective. This is supported by 
experimental work on animals which shows that 
the administration of antitoxin along with toxin 
(lethal toxin), is highly effective in reducing the 
mortality rate. This suggests that circulating 
antibodies may influence staphylococcal disease 
which is accompanied by toxemia. Since however 
a clinically recognizable toxemia is an unusual 
complication of staphylococcal infections one would 
not expect circulating antibodies to be effective in 
influencing the course of the majority of staphy- 
lococcal diseases. It is also possible for similar 
reasons that circulating antibodies are effective in 
a septicemia. The relative infrequency of toxemia 


and septicemia may be related to the fact that the 
majority of persons do have a substantial level of 
circulating antibodies. 

Artificially induced immunity by vaccines, toxoids 
or antisera has been advocated for the prevention 
and treatment of staphylococcal infections. The 
efficacy of these agents has been judged by clinical 
observations, as well as by carrying out alpha 
antitoxin determinations before and after immun- 
ization. The conclusions from these studies vary a 
good deal and are difficult to assess. It has been 
observed that the lack of a consistent effect in all 
or the majority of reports indicates that artificial 
immunization is ineffective. This is not a valid 
conclusion since some workers have shown these 
agents to be efficacious both in the prevention and 
treatment of staphylococcal infections. 

It would be desirable to have this subject re- 
investigated with emphasis on clinical classification 
and selection of patients, e.g., whether a toxemia 
or septicemia present. More work should be carried 
out on the antigenic fractions of the staphylococcus 
and the diffusible products, particularly in the 
determination of those fractions related to patho- 
genicity; trials should be carried out utilizing vac- 
cines and/or toxoids constituted of these more 
important fractions. Great caution must be exer- 
cised in assessing clinical results and follow-up 
studies must be prolonged. It would also seem 
more desirable to determine the quantity of anti- 
body against coagulase, leukocidin and lethal factor 
rather than against a hemolysin since the hemoly- 
sins have no known relation to disease whereas 
coagulase, leukocidin and the lethal factor are very 
likely closely related to pathogenicity. 

Summary 

1 Staphylococcal diseases are produced by 
diffusible products of the organism; in the vast 
majority of cases these products function locally 
but occasionally they circulate resulting in a 
toxemia. 

2. Cellular immunity offers the greatest protection 
against localized infections. Circulating antibodies 
probably play a part in prevention of toxemia or 
septicemia. 

3. The effectiveness of artificial immunizing agents 
in prevention and treatment of staphylococcal in- 
fections should be re-investigated. 
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Recent Advances in the Management 
of Ascites 
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Introduction 

The term “ascites” is used to denote an abnormal 
accumulation of serous fluid in the peritoneal cavity. 
The nature of such fluid varies with the specific 
cause of its accumulation so that it may contain 
varying proportions of protein, electrolytes and 
cellular matter. 

In classifying the causes of ascites, it is possible 
to separate two broad categories: (a) factors which 
cause generalized expansion of the extracellular 
fluid volume; and (b) factors which act more 
regionally to cause ascites. 

(a) Of the more general causes, there are five 
well-recognized entities: 
(i) Congestive heart failure (right ventricular) 

(ii) Renal tubular disease 

(iii) Hypoproteinemia of other causes 

(iv) Constrictive pericarditis 

(v) Sodium retention of other causes. 

(b) The more locally-acting causes of ascites fall 
into four basic categories: 
(i) Portal hypertension and liver disease 

(ii) Venous obstruction above the liver 

(iii) Neoplasia: by peritoneal seeding or merely 

by the presence of the tumor 

(iv) Infections. 

Recent advances in the management of ascites 
have depended largely on a more clearly defined 
explanation of the mechanism of ascites formation. 
This improved understanding of mechanism relates 
most specifically to ascites associated with liver 
disease or portal hypertension. In order to present 
a meaningful assessment of advances in manage- 
ment of ascites it is necessary to outline the physio- 
logical and pathological derangements associated 
with ascites. 

Mechanism 

It is known that portal hypertension by itself 
rarely causes ascites!-3, and that the rate of ascitic 
fluid accumulation is not related to portal venous 
pressures. However, it seems that the combination 
of portal hypertension and hypoproteinemia, apart 
from a raised liver wedge pressure, is very con- 
ducive to peritoneal effusion, although hypopro- 
teinemia alone seldom produces ascites!.2:5, In 
many cases of portal hypertension, venous decom- 
pression has failed to relieve ascites5. 6. From these 
few statements it is apparent that infrahepatic 
portal hypertension alone is not an important factor 
in most cases of ascites. 

On the other hand, an elevation of pressure in 
hepatic venous channels due either to suprahepatic 
venous obstruction or to arteriovenous connections 


in the liver, almost always causes some accumula- 
tion of ascites2.7.8, This ascites is rich in protein 
and has been called “liver lymph’? because its 
formation is believed to be due to congestion of liver 
lymphatics}, 5. 7.8.10. It has been postulated that 
one of the most important factors in ascites forma- 
tion is an elevated hepatic sinusoidal pressured. 6. 
Further evidence for this hypothesis is the finding 
that arterial shunts to central venous channels can 
cause ascites which may be relieved by hepatic 
artery ligation!1. Moreover, Walker!2 has demon- 
strated histologically that cases of portal hyper- 
tension with ascites have much vascular fibrosis 
surrounding and constricting the central veins, with 
definite congestion of the sinusoids. He was unable 
to find these changes in cases of non-ascitic portal 
hypertension, whether due to congenital cavernous 
portal vein formation or acquired factors. 


Besides this excess transudation from congested 
liver lymphatics, it has been shown that in cirrho- 
tic ascites there is abnormal renal retention of 
sodium and water!3. Urinary aldosterone output is 
much increased in cirrhotic ascites!4. This has been 
attributed to decreased aldosterone break-down by 
the diseased livers, 15, However, Wolff et al16 con- 
tend that, if such were the case, the homeostatic 
mechanism responsible for aldosterone secretion 
would automatically limit the output of aldoster- 
one to its reduced rate of metabolism. They have 
shown that urinary aldosterone output is inversely 
proportional to urinary sodium output in both 
normal subjects and cirrhotic patients with un- 
compensated ascites. They found no difference in 
serum antidiuretic hormone (A.D.H.) between 
normals and patients with cirrhotic ascites. There 
was no relationship between plasma A.D.H. activity 
and the degree of fluid retention, but a direct 
correlation of serum A.D.H. and serum osmolarity. 
On the basis of these findings, they postulate that 
aldosterone and A.D.H. react normally in cirrhotics 
with ascites except that the homeostatic mechanism 
governing aldosterone output does not respond to 
volume changes in the peritoneal cavity. These 
authors further postulate that, as fluid enters the 
peritoneal space, there is a reduction of “effective” 
extracellular volume causing a rise in aldosterone 
output with retention of sodium and water. This 
becomes a vicious circle as depicted in Figure 1. 
In five patients they have demonstrated these 
changes in blood volume, aldosterone, A.D.H., and 
sodium by rapidly removing ascitic fluid. In one 
patient, transfusion of 1000 cc. blood reversed the 
urinary aldosterone and sodium changes and mark- 
edly reduced the serum A.D.H. levels. 

Hence, the mechanism of ascites in liver disease 
may be summarized as: 

(a) Hepatic venous congestion causing 
transudation; 
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1. hepatic venous outflow block 
or portal hypertension with hypoproteinemia 


g(a) water fails to expand 
"effective" extracellular 
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output 
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resorption 
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Fig. 1. The vicious circle of water retention 
set up in ascites 


*Nots: Serum sodium is often low in severe cirrhotic ascites. 
The explanation may be that ascitic fluid demand for 
salt is not met by maximal salt retention (5). However, 
chronic cachexia and debility by themselves produce 
hypotonicity (37). 


(b) continuing reduction in volume of that part of 
the extracellular space to which aldosterone 
reacts for volume control. 

This results in persistent renal retention of sodium 
and water. Therapy may be directed to: 

1) elimination of venous congestion in the liver; 
2) reabsorption of ascitic fluid back into the 
“effective” extracellular compartments; 

3) increase in renal excretion of sodium; 
4) reduction of aldosterone output. 


Management 
A. Portal and Hepatic Decompression 
Portal decompression alone was first tried by 
Blakemore and Lord 17 and by Whipple?’ in 1945 
(Fig. 2). It has been of little help in relieving 
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ascites and seems to be indicated only in the pres- 
ence of oesophageal varices to prevent exsanguin- 
ation! 2. 4.5.19. However, combined portal and he- 
patic decompression have been very effective in 
relieving ascites in the few cases for which it has 
been tried. The most effective techniques have 
been the “H” graft of portal to systemic circulation, 
the side-to-side portacaval shunt29, and the double 
end-to-side portal anastomoses6, 

McDermott* in 1958 reported a case of cirrhosis 
with severe intractable ascites treated by the 
anastomosis of both proximal and distal ends of the 
divided portal vein to the inferior vena cava (Fig. 
3). The study included a fairly thorough electro- 
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Fig. 3. Combined Portail and Hepatic Decompression 


lyte assessment before and after the operation. The 
urinary sodium, chloride and potassium levels sug- 
gested a form of “hyperaldosteronism” before the 
operation. Sodium output was extremely small. 
At operation the portal pressure was 31 cm. saline. 
After clamping the portal vein, the pressure on the 
intestinal side was 37 cm. and on the hepatic side 
was 24 cm., normal portal pressure being about 10 
to 20 cm. water. After double end-to-side anasto- 
moses, the pressure on the hepatic side was 17 cm. 
saline. Thus the pressure in the portal system in the 
liver had been reduced by anastomosing the proxi- 
mal segment to the inferior vena cava. Following 
the operation there was no reaccumulation of 
ascites (for over 12 months) on unrestricted sodium 
intake and with no specific treatment. The patient’s 
general health improved greatly. An interesting 
aspect is that the electrolyte picture returned to 
normal and urinary levels of chloride and sodium 
increased while urinary output of potassium de- 
creased. The whole electrolyte analysis suggested 
a return to normal aldosterone homeostasis. 

There was no suggestion of hepatic precoma and 
serum ammonia was above 100 micrograms per 
hundred millilitres serum after the operation. The 
normal value is less than 1,000 micrograms percent. 

Serum albumin was the same before and after 
operation (about three grams percent) so that 
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Fig. 4. Ileo-entectropy 


A. Before resection of ileum. 


oncotic factors may be ruled out as producing the 
improvement. Since the initial case, five more 
patients have been similarly treated with similar 
results. 

The interesting feature of this study is the fact 
that the fluid and electrolyte imbalance seemed 
secondary to the hemodynamic disturbance rather 
than the initial cause of it. This lends strong sup- 
port to the theory of Wolff, as described above, 
that aldosterone is behaving homeostatically. It is 
unfortunate that urinary aldosterone levels were 
not measured in McDermott’s study. 

B. Fluid Resorption 

In 1957, Newman et al. reported the absorption 
of ascitic fluid by ileo-entectropy?!. This new 
technique consists of isolating a portion of ileum 
with its vascular supply, opening it longitudinally 
and suturing the serosal surface against the parietal 
peritoneum, leaving the mucosa open to the peri- 
toneal cavity (Fig. 4). Of 14 dogs with severe 
experimental ascites due to inferior vena caval 
constriction, only one required paracenteses follow- 
ing the operation. In a second experiment, they 
treated seven dogs (control) as above: Four others 
had the same operation except that the mucosa was 
stripped off, and in an additional five, the segment 
was not sutured to the abdominal peritoneum. The 
seven control dogs lost their ascites whereas none 


B. After resection and showing ileocolostomy. 


of the other nine dogs improved. On this basis, the 
authors assumed that the mucosa must absorb the 
ascitic fluid which is then carried away by sys- 
temic collaterals in the abdominal wall. 

Of ten patients with severe intractable ascites, 
five survived the ileo-entectropy operation and four 
of these were followed for from five weeks to one 
year. No further paracenteses were necessary and 
there was no need to restrict sodium intake. The 
serum albumin rose in three. In the four patients 
that died and in dogs with ileo-entectropy for 18 
months or longer there was no intraperitonea! 
collection of mucus from the ileal mucosa. An 
interesting implication of this technique is thai 
protein molecules in the ascitic fluid may have 
been absorbed by the ileal mucosa. 

The above two methods attempt to keep fluid out 
of the peritoneal cavity directly. Several methods 
have been used to deplete the extracellular fluids 
and to break the vicious circle of fluid retention 
(Fig. 1) without actually changing the basic hemo- 
dynamic defects. 


C. Diuretics 

Chlorothiazide is a potent new oral diuretic agent 
synthesized in 1957 by Novello and Sprague. It 
greatly increases sodium and chloride renal excre- 
tion and, to a lesser extent, potassium excretion22-24. 
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Orally, it is more effective than parenteral mer- 
curial diuretics in ascites due to nephrosis?*, and 
cirrhosis?°, and is equally effective as mercurials in 
ascites of congestive heart failure22. 26, 

Chlorothiazide has a low incidence of toxic 
reactions. One side-effect is potassium depletion 
which may be very hard to correct but which 
rarely becomes severe enough to cause ill effects22-25, 
Nordqvist et al27 report six cases (of a total four 
hundred treated with chlorothiazide) who acquired 
reversible thrombocytopenia during treatment but 
no other toxic effects were found. 

Very recently, a more potent congener of chloro- 
thiazide, hydrochlorothiazide, has been tested28 but 
it seems to differ from its parent only in weight 
potency. 

D. Aldosterone Reduction 

In order to lower circulating aldosterone levels, 
Guiseffi et al. have removed both adrenal glands 
from a patient with severe intractable ascites‘. 
The result was good although after the operation 
sodium intake had to be limited to 100 milliequiva- 
lents per day to prevent ascites formation while on 
25 milligrams of hydrocortisone replacement. 

Amphenone depresses urinary aldosterone output 
with a concomitant increase in urinary sodium out- 
put. It has been given preliminary trials and found 
too toxic, although it did reduce the rate of ascites 
formation in two patients with chronic cirrhosis?°. 
E. Testosterone 

Another medical method recently described is 
intensive therapy with testosterone propionate in 
patients with recent cirrhotic ascites30. Thirty of 
50 patients were completely relieved following a 
course of testosterone administration but controls 
are lacking. The rationale of this form of therapy 
is not apparent. 

F. Radioactive Colloidal Gold 

Finally, one might mention attempts to treat 
ascites due to peritoneal “seeding” by carcinoma 
cells. The most effective method up to the present 
has been the use of radioactive colloidal gold3!. 
Hahn et al32 found that silver colloids were more 
rapidly taken into lymphatics and they attempted 
to improve results by coating radioactive gold 
particles with silver. The results were not im- 
proved for ascites although they seemed to have 
been better for pleural effusions. 

Discussion 

When one is faced with the problem of relieving 
distress due to ascites, he must consider three im- 
portant factors: 

1. the cause; 

2. the severity; 

3. the age and general condition of the patient. 

Ascites as a manifestation of generalized edema 
may be overcome by correcting the basic cause, if 
possible, or by increasing excretion of sodium. The 
primary advantage of reducing sodium intake must 
not be forgotten. It would seem unwise to attempt 


vascular shunt surgery in a case of generalized 
edema. Therefore, diuretics and low-sodium intake 
will probably remain the mainstays of treatment 
in such cases. 

An attempt at sodium removal by oral ion 
exchange resins has proved effective33, but is prob- 
ably very costly and impractical. 

Chlorothiazide is very useful especially in 
patients with nephrosis, not only because of its 
strong diuretic effect, but also because it does not 
share with mercurials the necrotizing effects on the 
already diseased renal tubules. 

Ascites of liver disease may be treated by 
diuretics (of which chlorothiazide appears to be the 
best), by venous shunt surgery, or by reducing 
aldosterone output. From the information avail- 
able, it would seem that in a young and relatively 
healthy patient with disabling ascites great benefit 
may be obtained by combined portal and hepatic 
venous decompression. Only time and increased 
usage will be able to show the real value of this 
form of therapy. It may well become the treatment 
of choice in cirrhotic ascites. That McDermott’s 
cases with liver disease and complete portal shunts 
did not suffer hepatic encephalopathy militates 
against the concept that decreased hepatic function 
and portal systemic shunts are the main prerequi- 
sites of hepatic coma. Nevertheless the possibility 
of producing encephalopathy by this operation is 
very real and this complication, if it arises, may 
limit the use of hepatic decompression. 

In cirrhotic patients less fit for operation, chloro- 
thiazide seems to be the best treatment. However, 
less toxic congeners of amphenone may be dis- 
covered and prove useful in treating this class of 
patients. 

Adrenalectomy may be reserved for severe and 
unusual cases which cannot be successfully treated 
by other methods, and in whom a high urinary 
aldosterone output can be demonstrated. 

Ileo-entectropy seems to be a very difficult 
operation of poorly explained effect but apparent 
success in relieving ascites. 

Peritoneal “seeding” is still best treated by 
radioactive colloidal gold. 

Finally, it should be apparent that repeated 
paracenteses serve only to aggravate the metabolic 
upset of ascites by decompressing the abdomen 
and removing large amounts of albumin. Since 
albumin is in constant and rapid flux between the 
blood and the peritoneal fluid34-36, a hypoprotein- 
emia results which reduces plasma oncotic pressure 
and thereby increases transudation!, 5. Besides this, 
the decompression of the abdomen permits rapid 
effusion causing hypovolemia, which in turn stimu- 
lates increased aldosterone output!6. Thus, the 
vicious circle (Fig. 1) is accelerated. Repeated 
paracenteses may also cause a “low salt syndrome” 
making diuretics less effective and producing weak- 
ness, cramps, vomiting, and shock’. 
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Summary 
In summary it may be said that, on the basis of 
advances in outlining the mechanism of ascites, 
several new and promising methods of management 


are being tried. 
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Psychoanalysis and Undergraduate 


Teaching in the Medical School 
Max Katz, M.D. 
Associate in Psychiatry 
Temple University Medical Center 
Philadelphia, Pennsylvania 

I should like to express my pleasure in being back 
in Winnipeg again as a guest of the Medical School. 
It was indeed an honor to be invited to come and 
participate in the activities of the Psychiatric de- 
partment. I do appreciate the opportunity of being 
with you and find it a source of great satisfaction 
to see again and talk with so many of my former 
teachers and classmates. 

You may be interested in knowing some of my 
thoughts and reactions about coming back after a 
prolonged absence, particularly in this capacity. 
Though almost 17 years have passed since my 
graduation, the unconscious is timeless and many 
memories of my medical school days are still fresh 


From an address to the Department of Psychiatry, 
University of Manitoba, Winnipeg, March 10, 1959. 


in my mind. I remember trudging through the 
corridors of the medical building and the hospital 
from one class to the next wondering about that 
fateful day—graduation day—and whether it would 
be my good fortune to be among the anointed ones. 
Though I may sometimes have indulged in a nar- 
cissistic fantasy and dared to think of myself in the 
role of one of my esteemed teachers, it certainly 
never occurred to me that this could come to pass. 
On looking back, it seems to me that I pictured the 
medical school, the faculty, and the Dean as having 
something which I wanted —a medical education 
and a diploma. I had from time to time, serious 
misgivings whether this would ever be granted. 
And when it was, there were times when I believed 
that it was probably an oversight, that I had some- 
how managed to impress you enough to get by, and 
the sooner I got as far away as possible, the better, 
lest you discover your mistake and relent. I am 
still filled with a good deal of humility and feelings 
of gratitude. 

I should like to add a Freudian note here. You 
are all, I am sure, familiar with the Oedipal story 
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—the story of the male child’s love for his mother 
and the jealousy and competition with the father. 
It implies the theme of incestuous gratification, 
guilt and punishment. I would like to ask you to 
think symbolically for a moment and look upon 
the University and its medical school as a repre- 
sentative of a mother, which the term alma mater 
implies. Similarly, one might think of the faculty 
as not only those who impart learning, but also as 
those who regulate, judge, punish, withhold or grant 
recognition and the privilege of being accepted into 
their ranks as a colleague — the symbolic father. 
The nature of my own Oedipal problem which was 
quite unconscious at the time, now becomes quite 
clear. I took all that my alma mater could give and 
she gave willingly and in abundance. I was acting 
out my Oedipal wishes under the innocent disguise 
of seeking a medical education. She nurtured and 
commended me and at the same time, fed the 
fantasy that I might one day even measure up to 
father. Unconscious guilt and castration anxiety 
were rife, so I took what I could get and departed. 
Tonight merely completes the story, for in truth, 
father wasn’t really jealous or angry with me at 
all. On the contrary, he wrote and said that he 
knew of my activities since leaving home, that he 
had followed them with interest and some pride, 
that, if I returned, he would welcome me and 
enjoy spending some time sharing experiences. 
I sought my fulfillment a long way from home 
and have since come to realize that this was a 
displacement in space from the Oedipal struggle 
of my childhood, thence to Winnipeg and finally 
to Philadelphia. 

Tonight therefore, I am not here as the Oedipal 
victor who has triumphed over the father, but 
rather as a colleague with a deep appreciation for 
his origins. This is as it should be and would have 
occurred, I am sure, had I not known of Oedipus 
or the unconscious. Knowing and understanding 
however, happens to be the reason why I am here. 
It is also for this very reason that I have taken the 
trouble to explain a part of my life according to the 
theoretical concepts of psychoanalysis. My purpose 
is to add what I can to your own experience and 
understanding of the huge and growing body oi 
knowledge about human behavior. 

Since you are all acquainted with psychoanalytic 
concepts, I prefer not to dwell on them but rather 
to stress some of their important applications to 
medical education. The shaping of the personality 
through the influence of early childhood experience 
highlights the interaction between one individual 
and another, their responses to each other, the 
conditioning of these responses by repetition and, 
thus, the development of fairly constant reaction 
patterns. In the relationship between the patient 
and his doctor it is apparent that what actually 
exists are two individuals, each with their past 
indelibly stamped upon them, one seeking relief of 
discomfort from the other. 


The personality of the physician is an important 
element in this interaction. The medical student 
can benefit personally from psychoanalytic instruc- 
tion during his training. As he learns in minute 
detail the functioning of the human biological 
organism, so might he at the same time become 
better acquainted with the intricacies of the func- 
tions of the mind. It should not be forgotten that 
medical students are still undergoing a process of 
emotional maturation, developing their identities 
as responsible adults. Psychoanalytic understand- 
ing could well have an important meaning to them 
in their personal lives, as well as contributing to a 
better understanding of their patients. 

In the teaching of psychiatry as a separate entity 
in the medical school curriculum, the descriptive 
approach has been traditional. Emotional illnesses 
with specific symptom complexes are described and 
learned as such. Though undoubtedly important, 
this approach does not present the whole picture 
to the student and needs elaboration. Psycho- 
analysis focuses not only on the overt manifestations 
of emotional illness but also, and more particularly, 
on the etiology of symptoms, their purpose and 
meaning in terms of solving intra-psychic conflict 
and the relationship of the individual to the world 
around him. This is more conducive to seeing the 
patient as a person with a problem rather than 
someone with a symptom. More importance should 
be given to the “normal” phenomena of human 
interaction and the effect of organic disease on 
“normal” personality functioning. More account 
should be taken of the phenomenon of resistance 
to learning about some aspects of personality struc- 
ture and function. In working with patients, we 
are all familiar with the great difficulty we meet 
in bringing a patient to an awareness of the 
sources and meaning of his emotional problems 
and helping him to do something about them. We 
are constantly confronted with the paradox of a 
person who is suffering and seeks help and yet 
resists it and is unwilling to use it. We find this 
same unconscious, resisting force operating in our 
attempts to convey psychoanalytic understanding 
to medical students and physicians. The problem 
of how to impart this understanding so that it will 
have meaning and be useful is an area of major 
research at the present time. 

Instruction in psychiatry has generally been 
presented to the medical student as a separate group 
of disease entities related to disturbed emotions, 
somewhat distinct and apart from other human ills, 
which are organic. The graduating physician knows 
that psychopathology can cause disturbances which 
may come to his attention as a presenting com- 
plaint. But he may not be sufficiently aware of the 
fact that in every contact between him and his 
patient, whether for an emotional illness or other- 
wise, there is a subtle interplay of psychological 
forces which may well make the difference between 
success and failure in terms of diagnosis and treat- 
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ment. This implies not only the necessity of under- 
standing the psychological forces at work in his 
patient, but in himself as well. Whether he is con- 
fronted by a patient with a phobia, a fracture or 
a pregnancy, surely a knowledge of the psyche 
need not to be in the realm of the psychiatrist 
alone. The frequency of iatrogenic illness and 
patients subjected to multiple surgical procedures 
as well as dosing with vast quantities of pills and 
injections is striking evidence of our failure to 
adequately detect and deal with problems of emo- 
tional origin. I refer here also to what has been 
called the “art of medicine” — the interpersonal! 
relationship between the doctor and his patient. It 
has been written and commented on from time 
immemorial. Psychoanalytic understanding offers 
the possibility of bringing this “art” under closer 
scrutiny so that it can be described and taught. 

There are certain aspects of medical practice for 
which psychoanalytic understanding has special 
importance. In his work, the family physician will 
be not only the healer of physical ills, but also a 
friend, confidant and counselor. He is privileged 
to become more intimately acquainted with his 
patient in the home and the family setting. If he 
has eyes to see, he is in a position to observe ob- 
vious sources of emotional distress in the family 
and bring his understanding to bear on an un- 
healthy situation while it is still in its incipient 
stages. As a person who is called upon to give 
premarital advice, to deal with mothers and fathers 
and children, he is in a singular position to fill the 
role of a teacher on matters of human relations, 
sex education and the rearing of children. 

There is yet another group of emotional disturb- 
ances that I feel have not been sufficiently stressed 
as being in the physician’s province. I refer to 
such conditions as delinquency, criminal behavior, 
alcoholism and drug addiction, marital discord and 


divorce, learning and work problems, the unhap- 
piness and disillusionment of middle life and old 
age, to say nothing of those frozen, isolated and 
forgotten individuals who live what has been so 
aptly termed “lives of quiet desperation.” These . 
phenomena are a slow but relentless process of 
self destruction and a needless waste of human 
life. Here we see the effect of social and cultural 
forces as well. Psychoanalysis has made an im- 
portant contribution in the fields of sociology and 
anthropology and it is my feeling that a physician’s 
training should rightfully include some fundamen- 
tals from these sciences in order that he may use 
them constructively as a respected and influential] 
citizen in his community. It is not uncommon for 
a physician to be called upon to act in an advisory 
capacity to educators, service organizations, police 
authorities, penal institutions, industry and in pub- 
lic health matters. 

It has always been my conviction that the Uni- 
versity of Manitoba aimed at graduating physicians 
who were prepared to serve the medical needs 
peculiar to Western Canada. I can state emphatic- 
ally that this was borne out by my own experience 
in general practice. That I did not have as much 
understanding of emotional illness as I would have 
liked was due largely to my own psychological 
blind spots as well as the fact that the teaching of 
psychoanalytic concepts in medical schools came 
into prominence mostly after the end of World War 
II. Examples of serious and crippling emotional 
illness in many of the families I cared for come to 
mind in retrospect. Had I known then, what I 
have come to know since, I might have been more 
helpful to these unfortunate people. From what I 
have seen of the activities of your psychiatric 
department, there is ample evidence that today’s 
students are being kept abreast of modern trends 
in medical education. 


Attitudes Towards Psychiatry 
J. Matas, M.D. 

Such factors as the greater publicity given to the 
subject of psychiatric illness, the establishment of 
psychiatric units in general hospitals and the accep- 
tance of the community psychiatrist would lead 
one to believe that there is a greater acceptance by 
the population in general of what psychiatry has 
to offer. However, in a survey! of 200 families by 
a team consisting of a psychiatrist and a psychiatric 
worker in Salt Lake City, Utah, it was found that 
three fifths of the psychiatrically ill people who 
were discovered in this survey were receiving no 
medical or psychiatric treatment. Also, that three 
fifths of the people interviewed would not advise a 
person who is known to be mentally ill to seek help 
from medicine. These attitudes were present ir- 
respective of social, educational or economic status. 


In the patients I see, I have the impression that 
the ethnic group the patient comes from does influ- 
ence his attitudes towards psychiatric illness. This 
is particularly so in the attitudes towards a psycho- 
neurotic illness with somatic symptoms. 


The French Canadian is probably the easiest 
group to work with when he suffers from such a 
psychoneurosis. In the French Canadian culture 
there is apparently no difficulty in grasping the 
idea that troubles in one’s life, either early ones-or 
current ones can cause physical discomforts. I 
learned this when I was dealing with soldiers in 
the army and in veterans’ work. The ease with 
which the French Canadian grasps the thought that 
his backache might be related to his poor relations 
with his wife, or the fact that he was homesick, 
was striking. As one soldier said: “a man is not a 
horse.” 
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The Anglo Saxon on the other hand is very 
resistant to concepts of this kind. It is somehow 
infra dig that his emotions could have something 
to do with making him ill. The whole concept 
savours of weakness, femininity, dishonour. 

The Mennonites accept psychiatric referral for 
psychoneurosis very reluctantly for another reason. 
They are a religious people and they feel that a 
psychiatric illness is indication of God’s displeasure, 
and that they should, with prayers and God’s help, 
be able to cure themselves. The following is from 
a history of a Mennonite girl: “The patient feels so 
badly about being in hospital with nerve trouble. 
Thinks that people with nerve trouble should go to 
God with it in prayer. God answers prayers and 
then the person feels better.” 

The Jews find it difficult to accept the concept 
of psychoneurosis because of a semantic difficulty. 
They have a word “meshigaas” which means liter- 
ally “craziness.” The concept of a psychotic illness 
is readily accepted and this is “meshigaas.” An- 
other concept readily grasped, that of literally “a 
talked in illness,” probably meaning hysteria— 
being sick because you persuaded yourself, for 
whatever reason, that you are sick. However, a 
depression or an anxiety state, particularly if there 
are somatic symptoms, fits neither of these formu- 
lations and it is difficult to grasp both by the 
patient and the relatives. Consequently, when a 
psychiatrist referral for a psychoneurotic illness 
is suggested, the conclusion is that the referring 
doctor is implying that the person is ill because he 
wishes to be or is psychotic. In their results these 
attitudes are not different from the generally pre- 
valent ones of: “you must pull yourself together,” 
or, “you must be crazy,” schools, if psychiatric 
referral is proposed. 

The Middle European too, has difficulty grasping 
any relationship between emotional disturbances 
and physical symptoms. A good many first genera- 
tion Europeans come from peasant stock and are 
practically illiterate. The conceptions of physical 
illness is easily grasped, but the idea of emotional 
disturbances causing actual pain requires from most 
of them more sophistication than they have. These 
attitudes again make it difficult for them to accept 
any but a physical explanation, particularly, of 
somatic symptoms. 

The Indian and Eskimo seem to be the only 
group here in which psychiatric referral and treat- 
ment is accepted just as a referral and treatment 
to any other medical specialty would be. The 
Indian’s attitude towards the white man and his 
proposals medical and otherwise, is often one of 
passive but resentful obedience. They see the ad- 
vantages in some of the white man’s offerings, not 
in others. Medical treatment is approached in a 


spirit of passive acceptance, and they do not dif- 
ferentiate psychiatric from other medical treatment. 

The problem of changing these attitudes is a 
difficult one. This is indicated in “Closed Ranks.’ 
The book describes an experiment carried out 
in a Western Canadian prairie town, in which an 
attempt was made to change attitudes towards 
mental illness. The methods used were the usual 
ones of education, such as lecturing, films and 
group discussions. These continued for several 
months. The authors state: “we embarked upon 
this attempt with high hopes, we planned care- 
fully, we worked hard, and yet when the experi- 
ment was over it looked very much as if we had 
failed.” 

The results of this experiment are not unexpected, 
as before attitudes change it is necessary to have 
a motive. It seems there is no learning without 
motivation. The first step therefore, in changing 
this attitude would be to identify the need answered 
or the motive behind the current attitudes towards 
mental illness in a western industrialized society. 
When this need is identified and made unnecessary, 
attitudes will automatically change. In “Closed 
Ranks” the authors suggest that people feel as they 
do towards the mentally ill because: “Society must 
at all times remain in some kind of equilibrium or 
it loses its integrity and ceases to be a system. ... 
the fundamental basis of this equilibrium in a 
stable society is the members’ desire to act most 
of the time in ways expected of them. This compli- 
mentarity of expectations is disrupted in mental 
illness.” Consequently, they argue, society develops 
a method of handling mental illness centering 
around physical and psychological isolation. If this 
is the case, it is a powerful barrier preventing the 
patient with psychoneurosis from accepting his ill- 
ness as “mental,” as it becomes identified with the 
illness of disruptive behaviour, namely psychosis. 
It is obvious that it will be a long time before “the 
pattern of denial, isolation and insulation” will be 
broken. However, it may be that the methods 
which failed in having a community accept their 
mentally ill, will be successful in teaching that 
psychological factors can cause physical symp- 
toms, that this type of illness lends itself to 
medical management, and that it is not a stain 
on-the family honour to have a reaction of this 
kind. It is encouraging to see how well child guid- 
ance education and outlook has been accepted, and 
this has been done only by the usual methods of 
education. 
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Rheumatic Heart Disease in Pregnancy 


A Review 
P. H. Barnes, M.D. 


Importance 

With the reduction over the years in other leading 
causes of maternal mortality such as infection, 
hemorrhage and shock, toxaemia and tuberculosis, 
cardiac disease has become one of the major causes 
of maternal mortality. MacRae (1948) reviewing 
statistics from England and Wales, has shown a 
35% decrease in maternal deaths from cardiac dis- 
eeses from 1935 to 1948, but the proportion of 
maternal deaths due to cardiac disease has risen 
from 5 to 11%. It is now the leading single cause 
of maternal deaths in six large maternity units. 

TABLE |! 
(MacRae 1948) 


Maternal Mortality — England and Wales 
(excluding abortions and ectopic gestation) 








Reduction 

1935 1949 in Deaths 
Sepsis 32.8% 6.7% 94% 
Hemorrhage and Shock 22.8% 35.8% 56.9% 
OE — eee 14.7% 22.6% 55.4% 
Heart Disease —-__-_-__ — one 11.4% 34.8% 
No. of Cases... —-1,748 509 1,239 


Glover et al. (1955) state that cardiac disease in 
pregnancy is not only of great medical importance, 
but of equal significance from psychological, socio- 
logical and economic aspects, deleteriously affecting 
the home, family and marriage. Therapeutic 
abortion and/or sterilization of the wife is not a 
satisfactory solution and indeed, may be the cause 
of dissolution of the marriage. 

Bramwell (1953) states that it is a terrible 
disappointment to a young woman to be told that 
because she has a bad heart it would be unwise 
for her to have children. Fortunately, in a good 
majority of cases, heart disease is no contraindi- 
cation to pregnancy. The risk in the past has been 
grossly exaggerated because writers based their 
opinions on general impressions which are notor- 
iously fallacious. 


Incidence 

One to two percent of all obstetric patients have 
heart disease. Approximately 90% of these are 
rheumatic, and three-quarters of these are mitral 
valvular lesions (more if combined with other 
lesions), predominantly mitral stenosis. 


TABLE 1! 
(MacRae 1948) 
Types Lesions 
Mitral stenosis, with or without mitral incompetence. 174 
Mitral stenosis, mitral incompetence, aortic incompetence 23 























Aortic incompetence 2 
Myocarditis 3 
Auricular fibrillation 2 
Paroxysmal tachycardia 2 
Auricular flutter 1 
Mitral incompetence 4 
Congenital lesions 13 
rn 

No. of cases 225 





Cardiac Physiology in Normal Pregnancy 
An understanding of the physiological changes 

during normal pregnancy is essential and has a very 

practical bearing on the pathological physiology of 

the diseased heart and on intelligent management. 
Changes involve the circulation and the respira- 

tory mechanism. 

. Total oxygen consumption 

. Cardiac rate 

. Cardiac output 

. Total blcod volume 

. Bloed pressure 

. Circulation time 

. Vital capacity 

. Ventilation/min. 

. CO, pressure in arterial blood. 

Total Oxygen Consumption: rises from the first 
trimester to the end of pregnancy. The maximum 
at term is 15 to 18% above the.non-pregnant level. 

Cardiac Rate: rises early in pregnancy reaching 
a maximum at 30 to 40 weeks. The average increase 
is 10 to 12 beats/min. (15,000 extra beats/day). 

Cardiac Output: rises out of proportion to the 
oxygen consumption to a maximum often 40 to 50% 
greater than the non-pregnant output. The peak 
is reached some weeks before the peak of the oxy- 
gen consumption curve and parallels that of the 
plasma volume. 

Total Blood Volume: the curve is similar to that 
of the cardiac output. 

a) plasma volume 

b) red cell mass 

The plasma volume increases relatively more 
than the red cell mass so that there is some dilution 
of hemoglobin. The red cell mass rises steadily to 
term (as does oxygen consumption). The plasma 
volume curves downward in the seventh and eighth 
months and is lower in the last weeks of pregnancy. 

Circulation time: is slowed. 

Blood pressure: systolic shows no significant 
alteration. Diastolic falls and reaches the lowest 
point in the last weeks of pregnancy. 

Fluid retention: the cause is actually unknown, 
may be due to: 

a) increased adrenal or other steroids. 

b) antidiuretic action of the posterior pituitary. 

Vital capacity: is not reduced but actually shows 
a slight increase. 

Ventilation /min.: like the cardiac output increases 
out of proportion to the oxygen consumption. This 
is a true hyperventilation and the arterial carbon 
dioxide tension falls. 

Application in Mitral Stenosis (Burwell, 1958) 

1. Increased Cardiac Output: gives rise to an 
increased pressure gradient across the mitral valve 
with increase in left atrial pressure and increased 
pressure in the pulmonary veins and capillaries. 
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2. Accelerated Heart Rate: is known to be a 
factor which may precipitate pulmonary congestion 
in patients with mitral stenosis, as the diminution 
of the available diastolic time for blood flow 
through the mitral valve causes further rise in the 
left atrial pressure. 

These two factors and the increase in blood 
volume all give rise to increased left atrial pressure. 
They are an essential part of pregnancy and must 
be accepted as they can seldom be abolished. The 
increased left atrial pressure in a woman, who, 
because she is pregnant has an elevated ventilation 
volume, brings dyspnea much nearer. 

Diagnosis of Heart Disease in Pregnancy 

A discussion of the medical aspects of mitral 
stenosis is not intended here, but mention should 
be made of several features which normally occur 
in pregnancy and which may be falsely interpreted 
as cardiac disease. A pseudo-cardiac hypertrophy 
may be mimicked in the last half of pregnancy by 
the upward displacement and rotation of the heart, 
especially if accompanied by the physiological 
dyspnea and fluid retention with ankle edema 
already mentioned. Physiological murmurs may 
antedate or become apparent during pregnancy. 
Elevation of P, is common and splitting of the 
heart sounds may occur giving a false impression 
of a murmur. 

Risks of Pregnancy 

a) Maternal mortality b) Foetal fortality. 

Maternal Mortality: the overall mortality is about 
2.5% and is three times greater in cases without 
prenatal care. 

The causes of death are: congestive failure, acute 
pulmonary edema, respiratory complications, em- 
bolic phenomena, bacterial endocarditis and peri- 
tonitis following Caesarian section. The death 
curve parallels the curve for cardiac output and 
rises slowly from the eighth to the 16th week, then 
sharply to a peak at the 32nd week. Death is un- 
common in the last eight weeks or during labor if 
congestive failure has not previously intervened. 
There is another sharp peak in the puerperium, 
especially in the first two days. 

Foetal Mortality: is largely dependent on the 
functional grade and is affected by prematurity. 
MacRae (1948) reports a stillbirth rate of 3% and 
a neonatal mortality rate of 2%. Barry (1952) re- 
ports a 6.6% foetal loss. F. J. Brown (1950) reports 
a 16.5% loss with premature spontaneous labor and 
a 42.9% loss in those with congestive failure. 

Factors Affecting Maternal and Foetal Mortality 

1. Functional grade 

2. Age of patient 

3. Age (duration) of lesion 

4. Cardiac complications 

6. Prenatal care. 
Functional Grade 

Almost all authors agree that the functional 
grade of the cardiac capacity for work as defined 


by the New York Heart Association is probably the 
most important prognostic factor. 
i, no limitation, signs with no symptoms 
ii. slight limitation with moderate activity 
lii. signs of incipient failure, definite limitation 
with ordinary activity 
iv. complete limitation—signs of failure at rest. 





TABLE Ill 
Distribution of Cases in Relation to Funct I Grade 
@. 3 

3 Eo 2 c 2 = 
ns ne Ses eS 
2a =" oO SO So so dso 
Author a- AB— =- s- OF ae 
Group No. % No. % No. % No. No. No. 
i 3 44.3 227 38.5 86 40.6 511 130 164 
ii 297 43.9 322 44,7 72 34.0 464 98 62 
iii 60 89 77 10.7 37 17.4 338 37 24 
iv 19 2.8 11 1.5 17 8.0 115 24 48 
Totals 676 637 212 1,428 289 298 


Fortunately most of these cases fall into the less 
severe grades. In the cumbined six series quoted 
in Table III, 2733/3780 cases or 73% are in func- 
tional grades i. and ii. The relationship of the 
functional grade prior to the onset of pregnancy to 
the onset of failure during pregnancy can be seen 
in Table IV. 


TABLE IV 
Relationship of Onset of Failure to Functional Grade 
(Bunim and Appel, 1950) 
Functional Grade No. oo % bea ¥ Failure 


a 9 
ii. 66 4.5 
iii. 83 33.7 
iv. 4 100.0 

205 


The relationship of functional grade and failure 
to maternal mortality and foetal mortality can be 
seen from Tables V. and VI. Both are increased in 
the presence of failure. 


TABLE V 


Maternal Mortality in Relation to Functional Grade 
Jenson (1938) MacRae (1948) Burwell (1958) 


1,428 Cases 212 Cases 298 Cases 
i 039% 0 0 
ii. 0.43% 1.4% 0 
iii. 5.33% 8.1% 4.2% 
iv. 22.61% 17.0% 4.2% 
TABLE VI 


Relationship of Infant Mortality to Heart Failure 
(Bunim and Appel, 1950) 
RHD Without RHD With 


Normal Failure Failure 
Born at term and well... 87% 88% 70% 
Premature, alive and well 6% 5% 15% 


Stillbirth, neonatal and 
premature deaths __. % 7% 15% 

Parity, Age of Patient, Age of Lesion 

Most authors feel that parity is not a significant 
factor, but that age, regardless of parity, is. This 
may be due to the fact that usually in the older age 
groups the lesion has been present for a greater 
length of time. There is a definite increase in the 
number of cases of failure where the duration of 
the lesion or the chronological age of the patient 
increases. This is depicted in Tables VII and VIII 
There is a high rate of failure in patients over the 
age of 35 years. 





ee | oe ee ee ee ee ie a ak Ot nk on 6k (i 


mot 0 5 fa 04m 84 86 


QO 


ct 


ti 





on 


SS eS See a. Ce 





November, 1959] 


The Manitoba Medical Review 685 





TABLE Vii 
Effect of Age of Patient 
(Bunim and Appel, 1950) 


No. of Patients % With Failure 





24 8.3 

77 7.8 

49 22.5 

36 25.0 

19 42.1 
TABLE Vill 


Duration of Disease 
(Bunim and Appel, 1950) 








Years: No. of Patients % With Failure 
10-14 46 8.7 
15-19 50 16.0 
eee ae 24 37.5 


Unknown 60 23.3 





Cardiac Complications ; 

Cardiac enlargement, auricular fibrillation, active 
rheumatic carditis and bacterial endocarditis all 
increase the hazards to mother and foetus. Morgan 
Jones (1944) reported 35 deaths in 85 patients with 
auricular fibrillation. McKeown (1948) reported 
eight cases of active rheumatic carditis, all of whom 
died. In a further ten deaths from cardiac failure, 
seven of whom died before delivery, nine showed 
evidence of acute carditis. 

Non-Cardiac Complications 

Toxaemia of pregnancy, respiratory and other 
infections, and anaemia add to maternal and foetal 
risk. Toxaemia, through elevation of the blood 
pressure and fluid and sodium retention, increases 
the cardiac load and the risk of failure. Respiratory 
infections are notorious for the tendency to precipi- 
tate failure. Anaemia, as well as increasing the 
cardiac load, is a commonly associated finding in 
patients suffering thrombo-embolic complications. 
Prenatal Care 

The necessity of strict prenatal care for preven- 
tion and early detection and active treatment of any 
of the above mentioned complications is obvious. 
As previously mentioned, the maternal mortality 
is three times as great in patients without prenatal 
care. Figures as high as 20% and 44% have been 
reported by Lamb (1934) and Bramwell (1953). 
In cases with prenatal care, Lamb’s maternal mor- 
tality was only 2.2%. 

Management 

A. During Pregnancy. The general consensus of 
opinion seems to be that the management of these 
cases is largely medical and mainly devoted to the 
prevention of the onset of failure and other compli- 
cations with early and active treatment when they 
do occur. Burwell (1958) reminds us of the story 
of the camel’s back, and states that pregnancy is 
only a segment of the total load on the heart and 
that a place for pregnancy in the cardiac budget 
can be made by removal of other expenditures. 
The avoidable and removable burdens are: physi- 
cal activity, emotional stress, ectopic rhythms with 
tachycardia, anaemia, obesity, infections, hyper- 
thyroidism, infusions, transfusions, sodium reten- 
tion and lack of sleep. 


B. During Labor. The first stage is usually of 
normal duration. The second stage is typically 
short. Admission to hospital one to two weeks prior 
to the onset of labor is recommended, if the patient 
is not already in hospital. By allowing adequate . 
rest and helping prevent respiratory infection, this 
may allow the heart to be in the best possible con- 
dition at the onset of labor. A vaginal delivery 
should be aimed at in all cases, with adequate 
sedation in the first stage and early assistance with 
forceps after full dilatation if there is delay in the 
second stage. Pulse and respiration should be 
checked every 15 minutes during labor. Persistent 
tachycardia above 100/minute, or a _ respiratory 
rate of more than 25/minute may be a warning of 
impending failure. A pulse of 120/minute and a 
respiratory rate of 30/minute indicate the need for 
digitalization and oxygen therapy. Bearing down 
efforts are undesirable during the second stage as 
they cause marked increases in venous pressure 
and they should be minimized. Lewis (1956) be- 
lieves that no bearing down should be permitted 
and forceps should be applied on full dilatation. 
However it must be remembered that an outlet 
forceps under local anesthesia is much easier on 
the patient than forceps at a higher level with 
general or spinal anesthesia, and that most of these 
patients do progress rapidly in the second stage. 
The lithotomy position should be used for as 
short a time as possible, and the legs lowered im- 
mediately after delivery. Special attention should 
be directed to avoiding pressure on the calves and 
thighs. Oxytocics are not advisable during the 
third stage unless indicated. The resulting eleva- 
tion of blood pressure and increased venous return 
cause more sudden return of uterine blood into the 
circulation and give rise to.an increased work load 
for the heart. A small blood loss is not undesirable 
if the hemoglobin level is satisfactory. 

C. Puerperium. Careful observation should be 
made for complications such as cardiac decompen- 
sation, active rheumatic carditis, bacterial endo- 
carditis, thrombo-embolic complications, respira- 
tory and other postpartum infective complications. 
Early diagnosis and early active treatment are 
especially important. 

Prophylactic Penicillin 

Many authors advise the prophylactic use of an 
antibiotic during pregnancy and through the labor 
and puerperium. However, others feel that the 
danger of masking and thereby delaying diagnosis 
and proper treatment of bacterial endocarditis is 
so great that this is not warranted (Lewis 1956). 
The possibility of developing resistant strains of 
organisms must also be considered. At the present 
time in the Winnipeg General Hospital almost all 
clinic patients with rheumatic valvular disease are 
carried on oral prophylactic penicillin therapy. This 
is stressed in young patients, pregnant patients, 
or where surgery of any type is contemplated, 
especially valvotomy. 
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Prophylactic Anticoagulant Therapy 

Thrombophlebitis occurs in 0.5 to 2% of all 
hospital patients; in more than 1% of patients in 
bed with no surgery or delivery (Aird 1957); in 
more than 1% of all obstetrical patients; and in 
0.4 to 1% of all deliveries (Allen, Barker and 
Hines, 1955). The incidence is greatly increased in 
cardiac patients, especially if they are anaemic, 
have trauma to their calves or thighs, difficult 
forceps deliveries, or operative obstetrics per ab- 
domen. Aird, (1957) reports 20 to 35% of all ob- 
stetrical patients with thrombophlebitis will suffer 
a pulmonary embolus and 3 to 4% of these will be 
fatal. In 85% of pulmonary emboli there are no 
antecedent warnings of thrombophlebitis. In view of 
these findings, prophylactic anticoagulant therapy 
should be considered in the pregnant cardiac patient 
following delivery. Brambel et al (1950) used oral 
anticoagulant therapy prophylactically in 3284 cases 
and used 3318 untreated cases as controls. The 
incidence of thrombo-embolic disease was 0.48% 
(16 cases) in the untreated group, and 0.06% (2 
cases) in the treated group —all non-fatal. They 
concluded that there was an appreciable reduction 
in the incidence of thrombo-embolic disease follow- 
ing parturition with oral anticoagulant therapy 
and they noted no hemorrhagic manifestations in 
the infants. Where congestive heart failure, auricu- 
lar fibrillation or prolonged bed rest is necessary 
in a pregnant cardiac patient for any reason, or if 
there is a previous history of thrombophlebitis, 
this type of therapy should receive special con- 
sideration. When used, it may be commenced 48 
hours postpartum and be continued for seven to ten 
days or until the patient has been ambulatory for 
several days. 
Termination of Pregnancy 

This is not usually a good solution. There is a 
definite risk to the mother even early in pregnancy. 
Foetal mortality is 100%. There is a bad psych- 
logical effect and it is often generally unacceptable 
to the patient. However, if the patient remains a 
functional grade iii or iv in spite of adequate medi- 
cal and surgical treatment in selected cases, the 
pregnancy may be terminated. O’Driscoll, Barry 
and Drury (1957), believe that after the 12th week 
there is never any indication for termination, as 
abdominal hysterectomy carries a greater risk than 
continuation of the pregnancy and vaginal de- 
livery. Therapeutic abortion is seldom required in 
well managed cases. MacRae (1956) reports an 
incidence of 3% and Bunim and Appel (1950) an 
incidence of 4.8%. 
Induction of Labor 

It is best to await the spontaneous onset of labor 
as there is usually much improvement in the car- 
diac status in the last month of pregnancy. The 
babies are usually small. The more seriously ill 
the patient is, the more likely is an easy spontane- 
ous vaginal delivery. If the induction “misfires,” 


complicating sepsis or Caesarian section may un- 
necessarily prejudice the patient’s life. 
Trial of Labor 

Most authors agree that this is absolutely contra- 
indicated. When a difficult or prolonged labor is 
anticipated, caesarian section is indicated. 
Caesarean Section 

There is a definite, but limited indication for 
caesarian section. In association with caesarian 
section there is an increase in the maternal mor- 
tality as noted in Table IX. Therefore, the indica- 
tions for the operation are very limited. 


TABLE IX 


Relation of Maternal Mortality to Caesarian Section 
(Lewis, 1956) 
«No. of Cases 


Mode of Delivery: — Gr. iii & iv. No. of Deaths Mortality 
Caesarian Section ._._. 102 12 11.8% 
ee . 12 4.3% 


In 162 cases Mendelson (1944) reported a mor- 
tality of 12% for caesarian section and no mortality 
with vaginal delivery although 54 patients were 
functional grade iv, and seven had auricular fibril- 
lation. Lund (1956) states that congestive failure 
is a medical and not a surgical problem and should 
not be treated by Caesarian section, hysterotomy 
or induction of labor. Bunim and Appel (1950) and 
others, state that caesarian section is never indi- 
cated because of rheumatic heart disease, but the 
indications are strictly obstetrical. Eastman (1956) 
deplores that in spite of the fact that. all cardi- 
ologists and all obstetricians know this, many 
caesarian sections are done to the detriment of the 
patient. 

Surgical Treatment 

In recent years the technique for mitral valv- 
otomy has been perfected to a point where it has 
become a generally accepted treatment in selected 
non-gravid cases. In gravid cases, however, the 
numbers reported by individual operators is small. 
The larger series are 18 cases reported by Marshall 
and Pantridge (1957), 27 cases reported by Warren 
et al (1958), and 24 cases reported by Watt et al 
(1958). In the latter series there were no fetal 
losses or maternal deaths reported. 

Most authors believe that the maternal mortality 
is lower than that in interruption of pregnancy, 
and where feasible, valvotomy should replace the 
latter procedure (Marshall and Pantridge, 1957). 
O’Driscoll et al (1957) believe that valvotomy 
should only be done in suitable cases where ade- 
quate medical management has failed to control 
decompensation and that, where possible, the valv- 
otomy should be deferred until after the pregnancy, 
if the medical response is favorable. In all the 
small series reported, the maternal and foetal losses 
have been small. Marshall and Pantridge (1957) 
and others, believe that the operative risk of valv- 
otomy is no higher in the pregnant than in the 
non-pregnant state. This is not generally accepted 
by all authors. 
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Glover et al (1955) and Burwell (1954) believe 
that pregnancy increases the operative risk. Wade 
et al (1958) feel that the maternal mortality is 
probably increased by valvotomy during pregnancy 
in contrast to medical management, but this in- 
creased risk is certainly not more than would be 
incurred if the pregnancy were allowed to continue 
without operation and valvotomy were done post- 
partum. They also state that the correct perspective, 
therefore, demands taking into account how many 
patients would ultimately come to operation and 
whether pregnancy merely brings forward the time 
at which the operation is done. Mulcahy (1957) 
agrees that there is no doubt that adequate medical 
management shows excellent results, but the ef- 
ficiency and relative simplicity of the operation 
justify its consideration more often than before, 
particularly when one considers its effect in cur- 
tailing invalidism before and after delivery, and 
when one considers that these patients must even- 
tually have operative relief in any case. 

Wade et al (1958) agree with others that surgery 
does not appear to be dangerous to the foetus. They 
state the foetal mortality rate of 5.6% compares 
favorably with that of 8.6% cited by Hamilton 
(1947), and 10.2% in 990 pregnancies seen in their 
department from 1948 to 1951. More than half of 
the latter group (6.4%) required termination. 

All advocates agree that where valvotomy is 
indicated it should be undertaken as early as pos- 
sible in the pregnancy in order to give the heart 
time to recuperate before the onset of labor. Some 
have been done as late as the 38th week. It would 
appear that on occasion, valvotomy is an urgent, 
lifesaving procedure. However, the place for the 
operation in pregnancy has not yet been definitely 
determined. 

Indications 

The criteria for valvotomy have been discussed 
by Sellars et al (1953) in the non-pregnant patient. 
In the pregnant patient these indications do not 
appear to differ. 

1.Severe stenosis of the mitral valve, the con- 
formation of which must be suitable for surgery. 

2. Symptoms must be severe enough to warrant 
the risk. 

3. Symptoms must be due to valvular obstruction 
and not to myocardial or extra-valvular causes. 
Contraindications Sellars et al (1953). 

1. Age — generally if under 20 years danger of 
reactivation of the rheumatic state is present. How- 
ever, it may be necessary if symptoms compel 
surgery. Upper limit usually given as 50 years 
in non-pregnant cases, but older ones have been 
reported. 

2. Acute carditis. 


3. Associated valvular disease: 
a) predominant aortic disease 
b) free mitral incompetence 
c) organic tricuspid disease 
4. Myocardial damage: gross right ventricular. 
enlargement is a relative contraindication; gross 
left ventricular enlargement is an absolute contra- 
indication. 
5. Pulmonary disease. 
6. Congestive failure—if right ventricular failure 
cannot be relieved by medical treatment valvotomy 
is likely to be unsuccessful. 


7. Giant left auricle. 


Summary 

Cardiac disease in pregnancy requires the close 
co-operation of the obstetrician, cardiologist and 
cardiac surgeon for proper assessment and indi- 
vidual management of each case on its merits. 
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OUR PRESIDENT, 1959 - 1960 


F. Gerard Allison was born in Ontario 1904. He arrived in Winnipeg 
in 1910, when his father became Professor of English at Wesley (later United) 
College. He attended Kelvin High School and secured a B.A. University of 
Manitoba, in 1924. He was graduated M.D. Manitoba Medical College 1929 
with the Chown medal in medicine. Dr. Allison interned at Winnipeg General 
Hospital and served one year in general practice divided between Langham, 
Saskatchewan, and Transcona, Manitoba. He took courses at London Hospital, 
Guy’s Hospital and Queen Square Hospital For Nervous Diseases 1930-31 
and received the M.R.C.P. London, 1931. He was employed as house 
physician, Seamen’s Hospital, Greenwich, and Victoria Park Hospital for the 
Heart and Lungs, after which he was R.M.O. at the Heart Hospital. 


Dr. Allison returned to Winnipeg in December 1935 and was appointed 
Demonstrator in Medicine, University of Manitoba and to staff of Winnipeg 
General Hospital. He was later appointed to Children’s and Grace Hospitals. 


Gerard married Dr. Gerda Fremming in 1939. They have three children, 
one son and two daughters. 


Long interested in Association affairs, Dr. Allison was Editor of the 
Manitoba Medical Review, 1940-43, and Winnipeg Member at Large Manitoba 
Medical Association Executive Committee, 1947-50. He was elected to office 
of second Vice-President of the Association in 1957. He served on the 
Board of Trustees, Manitoba Medical Service 1951-54. 
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Editorial 


———— La Ee ee 
S. Vaisrub, M.D., M.R.C.P. (Lond.), F.R.C.P. (C.), F.A.C.P., Editor 


Medical Paranoias 
One half Goya, 
The other Paranoia. 


—Portrait of a Woman, 
Ogden Nash. 


Delusions of persecution, which torment the 
paranoid psychotic every tortured minute of his 
wretched life are not totally unknown to the nor- 
mal person. Transient paranoid moods are exper- 
ienced by many whose sanity is never questioned. 
Nor is paranoia, whether transient or permanent, 
confined to individuals. Any body of men, how- 
ever loosely linked, be it a small clan or a big 
nation, an obscure club or an influential party, 
may at one time or another harbour delusions of 
persecution. Indeed, one may well wonder whether 
in a sense all history is a study in paranoia. 

It is quite apparent that the medical profession, 
publicly prominent, sensitive and self-conscious, 
cannot pretend to be an exception to this sweeping 
generalization about paranoid tendencies in indi- 
viduals and groups. No less than any other 
professional group, the medical guild is given to 
suspicions of conspiratorial schemes, discriminatory 
measures, and planned unfair deals by all and 
sundry. 

It may be argued, and not without reason, that 
many of these fears have a basis in reality and can 
hardly be regarded as delusional. It can be pointed 


out that many pronouncements made by politicians 


carry a distinct threat to the medical profession, 
and much of what is written in the lay press is 
surcharged with animosity. Be as it may, the fact 
remains that fear and suspicion often outstrip the 
actual threat and see hostility where none exists. 

Politics and the press, however, are old stuff. 
Newer paranoideas are coming to the fore. Some 
are a result of the growing influence of the expand- 
ing modern hospital which has been responsible 
for paranoid attitudes, involving the hospital ad- 
ministration, the practising physicians and the 
so-called “non practitioners.” These attitudes are 
reflected in an article by A. R. Koontz, quoted in 
the letter to the editor in this issue. 

“There is evidence,” states Koontz, “that the 
practitioners have been unduly influenced by the 
non-practitioners . . . holier than thou who have 
never practiced medicine, but sit behind a desk 
and tell those of us who have been practicing all 
our lives how medicine should be practiced.” 

This attitude to “non-practitioners” is but one 
example of paranoid trends within the profession 


affecting relationships between specialties. Other ° 
specialties are similarly involved. General prac- 
titioners are often suspicious of the specialists as 
illustrated in the following quotation from an 
article by A. D. Dennison, Jr. (J. Indiana M.A. 
50: 313 - 315, 1957). “A number of men were leav- 
ing general practice . . . because of interpersonal 
professional problems with specialists. ... they are 
hurt, annoyed and embarrassed by being made to 
feel inferior by the usurping of patients by special- 
ists ... They are sometimes made to feel like mor- 
onic purveyors of fascinating cases to their more 
gloriously endowed colleagues.” Specialists are fre- 
quently uneasy about the “threat” of subspecialists. 
Physicians and surgeons, on occasions, assume re- 
ciprocally paranoid postures. 

Paranoid trends are beginning to reach absurd 
proportions. Some doctors are seriously accusing 
architects of malevolent intent. They claim that 
the brilliant builders of modern luxury skyscraper- 
hospitals are deliberately interposing as much dis- 
tance as possible between the doctors’ cloak rooms 
and the hospital wards with the view of tormenting 
ageing physicians afflicted with angina pectoris, 
intermittent claudication, Leriche’s syndrome and 
lumbar discs. This accusation is patently untrue. It 
is much more logical to assume that these modern 
Phidiases allocate to the doctor his cloak room and 
parking lot as far as possible from the elevators and 
hospital wards in order to provide him with much 
needed exercise. Perhaps they set their sights even 
higher, and aim at creating an ideal race of medical 
athletes by eliminating all doctors whose locomotor 
agility is impaired by ill health. A new standard 
of fitness for medical students may be in the offing. 
Brawn rather than brain, athletic prowess rather 
than I.Q. will be the desideratum in the aspirant to 
the art of healing. 

It is thus clearly seen that by giving a kind inter- 
pretation to seemingly unkind statements we can 
rid ourselves of paranoid moods. This, however, is 
not always easy. Your editor, for instance, is often 
at a loss for a benevolent explanation of the 
conspiracy of silence on the part of all potential 
contributors to the Manitoba Medical Review. 
Their sinister inaudibility and invisibility, which 
grows more menacing with the approach of each 
monthly deadline, defies any but the gloomiest 
interpretation. 

Are the ranks of the paranoid ready to receive a 


new recruit? 
Ed. 
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Letter to The Editor 
SS EO Oo 


Letter To The Editor 
Editor: 

I have followed with interest your hospital 
issues, particularly the glowing editorials and the 
laudatory introductions. As a practicing physician 
indebted to hospitals for their services to my 
patients, and their important role in my training, 
I cannot but join in the chorus of praise. 

I am, however, not prepared to let my gratitude 
blind me to the other side of the coin and am 
unwilling to overlook the glaring flaws in the 
hospital-doctor relationship. 

Allow me, then, to throw along with the bouquets 
a few weighty brickbats. Permit me to do it in an 
indirect manner through the medium of the fol- 
lowing article by Amos R. Koontz, which was first 
published in the Current Medical Digest, June 1958. 

“Periodically many physicians of national, and 
some of international reputations, get notices from 
hospitals on whose staffs they have been members 
for many years, notifying them that if they do not 
put their names on certain histories by a certain 
date their privilege of admitting patients to those 
hospitals will be withdrawn. These physicians are 
required to sign a statement cn the front page of 
a history, long forgotten by them, to the effect that 
they have examined the entire history and found 
it to be correct. It is obviously impossible for these 
physicians to examine every word of these histories 
and correct the mistakes in the entries made by 
internes and nurses. 

Why do the hospitals treat distinguished phy- 
sicians of many years practice in such a cavalier 
fashion? The answer is that they are compelled to 
do so by the Joint Commission on Accreditation of 
Hospitals. Of course the hospitals could, and, in my 
opinion, should say to this Commission “Go to!” 
They are afraid to do it, though because by doing 
so they would lose their accreditation and thus 
their ability to get desirable internes. 

Now let us consider who has set up these false 
and artificial standards. Are they distinguished 
practitioners of medicine, such as those who have 
been treated in the cavalier fashion recounted 
above? The answer is that some are and some 
definitely are not. A great many of the people who 
set these standards are hospital executives (some 
of them not even doctors), who have never been 
in private practice. There is evidence that the 
practitioners have been unduly influenced by the 
non-practitioners. Is private practice then to be 
controlled by a group of non-practitioners? It will 
be unless the entire body of practitioners get to- 
gether and say to them “Thou shalt not!” The 
hospitals have been put in the position of a starv- 
ing man who becomes a thief in order to get food. 
They are doing things which are repugnant to the 


hospital staffs in order to meet certain require- 
ments which will enable them to get internes. 

The object of this Phillipic is not to say that we 
should not have standards for hospital accreditation. 
We should by all means have such standards. The 
accreditation requirements have raised the stan- 
dards of many of our. hospitals in which the need 
was glaring. We should, of course, have standards 
of accreditation, but those standards should be 
fixed by the leading practitioners of our profession 
and not by leading “holiers than thou” who have 
never practiced medicine but who sit behind a desk 
and tell those of us who have been practicing all 
our lives how medicine should be practiced. 

Practitioners know so well that the main con- 
sideration is the patient. They also know that a 
patient’s best interests are served if a hospital has 
a good staff, if the records are properly kept, if 
the laboratory, X-ray, pharmacy, diet kitchen, etc. 
function properly. They also. know that the best 
interests of the patient are not served if practition- 
ers who are taking care of him are needlessly 
harassed by red tape. 

Baltimore, long one of the world’s great medical 
centers, has many fine hospitals. Some of the 
country’s (and of the world’s) leading doctors are 
on the staffs of many of these hospitals. Their 
valuable time is taken up by going to many useless 
staff meetings and committee meetings, which 
are held simply to meet the requirements of the 
Accreditation Commission. So much of their time 
is so taken up, that some of them no longer attend 
the City and State Medical Meetings which they 
formerly never missed. _ 

What is to be done about it? Possibly the 
Accreditation Commission’s rules are correct for a 
hospital in a small town in which there is only 
one hospital. But there should be some flexibility. 
Certainly the rules are not correct for a city like 
Baltimore, in which there are many hospitals and 
in which many physicians are on the staffs of a 
number of them. The garment shou'd be cut to fit 
the cloth. Local conditions should be taken into 
consideration, and the rules should be modified on 
the advice of the local profession. This would be 
in the interest of both the profession and the 
hospitals, and, what is more important still, of 
the PATIENT. It must be remembered that the 
patient is the center of the whole picture. Doctors, 
nurses, laboratory workers, pharmacists, technic- 
ians, orderlies, and the rest of the hired help, are 
only accessories after the fact.” 

The above article by Dr. Koontz (assistant pro- 
fessor of Surgery, Johns Hopkins University) bears 
the telling title “Physicians as Slaves.” I hope its 
message is not lost. 

Yours truly. 
M. Y. Alterego. 
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Social News 


Reported by K. Borthwick-Leslie, M.D. 





To my readers, who might expect to be noted | am 
sorry . . . but today my page is dedicated to one of 
my best loved friends. 

Patricia Blondal, wife of Dr. Harold Blondal, whom 
most of you know or have known . . . daughter-in-law 
of Dr. A. B. Blondal, also well known and loved when 
he was with us. 

Pat . . . beautiful, gracious, talented, wonderful 
wife, mother and hostess . . . today died. The victim 
of our greatest scientific challenge. 

Patricia Blondal, just recently recognized as the most 
promising writer of this year and, given the chance, 
of any year in Canadian literature. Just on the brink 
of achieving her lifelong ambition as an author . . . is no 
longer living. 

From an old Scotch Presbyterian — “Why - Why - 
Why.” 

From a Physician — “When, When, When.” 
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DR. JOHN L. McKELVEY 


Professor of Obstetrics and Gynecology 


University of Minnesota 


Symposium on Maternal Mortality 
and Associated Problems 


at 


ST. BONIFACE HOSPITAL 
SATURDAY, DECEMBER 5th, 1959 


TENTATIVE PROGRAM 


MORNING 


9:00- 9:30 Report of Maternal Deaths in Manitoba for the past 5 
years. 


9:30- 10:45 Presentations from various Hospitals. 
11:00- 12:00 Dr. John L. McKelvey. 


NOON 


12:00 - 2:00 Luncheon. 
2:00 - 3:00 Presentations from various Hospitals. 
3:00-4:00 Dr. John L. McKelvey. 


There has been a marked reduction in maternal mortality in the 
past twenty years. The means by which this has been achieved and 
the basis for further progress will be discussed. 


This symposium provides five hours credit for the College of 
General Practice. 


For further information write to: 


THE DEPARTMENT OF OBSTETRICS AND GYNECOLOGY 
ST. BONIFACE HOSPITAL 
ST. BONIFACE, MANITOBA 
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those patients 
who do better 
on hormones 


Schering hormones are minutely standardized, uniformly con- 
trolled and biologically adjusted to assure the results you 
desire at a cost your patients appreciate. 


Combined estrogen-androgen—additive relief for menopausal women. 


gynetone repetabs 


(Ethinyl Estradiol with 
Methyltestosterone) 


geynetone injection 


(Estradiol Benzoate with 
Testosterone Propionate) 


Specific androgen therapy—for the elderly and in the male climacteric. 


oreton 


(Testosterone) 
Oral, Injection, Pellets 


Estrogens—for the female climacteric. 


estiny]1 tablets 
(Ethinyl Estradiol) 


Progestins—in habitual abortion, dysmenorrhea and menstrual disorders. 


pranone tbets 
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(Progesterone) 
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Each fluid ounce contains: 
Pinus strobus.................. 32 gr. au\ 
Prunus virginiana 32 gr. (2.1 
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Sanguinaria canadensis... 4 gr. (0125 \\ 
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Populus balsamifera ........ 2gr. (0.1 Ny . 












XN 


Chioroformum ................ 1 min. (0.06 
Codeinae phosphas.......... I gr. (60 mg 
Flavoured syrup base........................ q- 





@ Telephone narcotic prescription permitted. 


DOSAGE: One or two teaspoonfuls every four hours 
Packaged in 16 fluid ounce bottles. 


) 
Chantes &.Frost&Co. year 


MONTREAL CANADA 
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The Medical Library 


— lo Sea a E— 


The Medical Library was designed primarily to 
serve the teaching and research needs of the Faculty 
of Medicine of the University of Manitoba. In prac- 
tice, the Library offers its resources and services 
te the entire medical population of the Province. 
According to the information presently available, 
no other medical library in Canada provides service 
on so broad a basis. 

A recent survey, conducted by the Medical Library 
Association among its Canadian members, revealed 
that there is great variety in the interpretation of 
library services. Medical libraries in this country 
fall into two general classes, those belonging to 
academies or societies, and those attached to teach- 
ing bodies, rules for the former being much less 
flexible than for the latter. As a rule, society 
libraries do not loan material to non-members, nor 
do they permit non-members to use the reading 
room or otherwise have access to the library re- 
sources. Occasionally, exceptions are made to ac- 
commodate special visitors who may be sponsored 
by one or more of the Fellows. Society libraries do, 
of course, co-operate on inter-library loans, but, 
since these are always conducted on an institution- 
to-institution rather than a person-to-person basis, 
there is no conflict with library regulations 

Of the medical libraries attached to teaching 
bodies, the majority confine the facilities to under- 
graduates, internes and faculty members, with some 
provision made for outsiders to use the collection 
within the library. Some extend their services~to 
include restricted borrowing privileges and others 
offer limited bibliographical and reference assist- 
ance. On the basis of the information provided in 
the survey this service seems to be limited indeed. 
A few libraries reported granting borrowing privi- 
leges to outsiders in return for certain financial 
aid. One hospital makes an annual contribution to 
the library, the amount being calculated on the 
number of physicians attached to the hospital, and 
subject to upward revision at regular intervals. In 
return for this grant, the medical staff of the hos- 
pital has full use of the library. There is evidence 
that this practice exists in other parts of Canada, 
with some slight variations in the methods used to 
determine the amount of money the library is to 
receive. There are indications of a trend towards 


excluding bodies and individuals not contributing 
directly or indirectly to the financial welfare of the 
library. This may be not so much a matter of 
policy as a device to protect the interests of those 
already financially committed. Some of the major 
medical centres are served by both institutional 
and society libraries, and this may explain, in part, 
why limitations on use and service are practicable, 
and perhaps desirable. 

In the Province of Manitoba, all registered 
physicians and all persons engaged in study or re- 
search in the medical or allied sciences are accorded 
full library privileges with respect to both services 
and resources. Any material which normally cir- 
culates may be borrowed by undergraduates and 
internes, faculty members and members of hospital 
staffs, visiting physicians and rural physicians, 
those reading for Ph.D.’s and those working on 
Fellowship programmes. As a service particularly 
designed to meet the needs of those living in the 
country, the Library compiles and distributes a 
selected list of recent acquisitions, and a complete 
list of current periodicals and serials. Specific items 
may be requested from these lists, or the library 
will prepare brief subject bibliographies of the cur- 
rent titles from which a selection may be made. 
The Library assumes the full cost of return 
postage for all material borrowed by out-of-town 
physicians, and will also use the facilities of Inter- 
Library Loan when its own book stock cannot meet 
the needs of the borrower. 

Although 96% of the annual library budget is 
received from the University, the services outlined 
above are available to the entire medical profession 
of the Province. This is a reflection of the spirit 
which moved the College of Physicians and Sur- 
geons of Manitoba to donate their original collec- 
tion to the newly-formed Faculty of Medicine when 
it first became a part of the University, and which, 
through the years, has continued to inspire the 
College and the Manitoba Medical Association and 
the Winnipeg Medical Society to support in every 
way, including financially, the Medical Library in 
all its activities. 

Cynthia Roblin, 
Medical Librarian. 
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to your prescription, is a guarantee of accuracy. 
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George W. Merck Memorial 


sesamiae LEUKORRHEA 


A $400,000 George W. Merck Memorial Loan 
Fund has been established by The Merck Company VAGINAL INFECTIONS 


Foundation to help meet an important need for 
financial aid to interns and residents, it was an- 
nounced today by Henry W. Johnstone, Foundation 
president. 


The George W. Merck Memorial Fund will assist 
deserving interns and residents to seek the best 
possible postgraduate training in teaching hospitals 
before entering practice. It is estimated that 60 
to 100 young doctors will benefit each year from 
the Fund. 


The 18 medical schools participating are asso- 
ciated with the following universities: Boston, 
California, Chicago, Columbia, Cornell, Harvard, 
Illinois, Johns Hopkins, New York, Northwestern, 
Pennsylvania, St. Louis, Tufts, Vanderbilt, Ver- 
mont, Virginia, Washington (St. Louis), and Yale. 
They were selected on the basis of close personal 
friendships which the late George W. Merck had 
with members of their faculties or staffs. 


Graduates of other medical schools also may be 
eligible for loans if they take the internship or 
residency at any of the 48 teaching hospitals 
affiliated with the participating schools. - 


According to many medical school deans, Mr. 
Johnstone said, the Memorial will give deserving 
graduates more freedom to select hospitals of their 
choice for internships with less concern about the 
salaries to be received. Internships and residencies CONES AND TABLETS 
are becoming longer and allow few opportunities 
for self-support. And today the majority of our TWO FORMULAS 
medical graduates are married. Many have young 






































OVOQUINOL-PLAIN 





children to support. 
Cones Tab. 
Administration of the Fund will be by the deans Diiodohydroxyquinoline U.S.P. _...... 75mg. 75mg. 
of the medical schools, who will have complete a geet cooneeceeeeeeennccnneccnccercne —— a 
: . ss ulfadiazine U.S.P. _... mg. mg. 
freedom in the selection of recipients, the amount hmoiblér.. ___ 68608 
of each loan, and the terms of its repayment. Destrose and Lactose q.s. q.s. 
The Merck Company Foundation will allocate the 
$400,000 over a period of eight years, by which OVOQUINOL-OESTRO 
time the Memorial Fund is expected to become Same formula as OVOQUINOL-PLAIN 
self-sustaining. Initial payments to the 18 schools plus 0.01 mg. Ethinyl-oestradiol B.P. 
have been completed, Mr. Johnstone said, so that per cone or tablet. 


funds will be available in 1959. 


The Memorial Fund was established in honor of 
the late George W. Merck, former president and 
chairman of the Board of Merck & Co., Inc. During 
his lifetime Mr. Merck had a dedicated interest in 
the progress of medical knowledge. 


DOSAGE 


One or two cones or tablets per day preferably 
at bed-time or as prescribed by the physician. 


The Merck Company Foundation is a nonprofit - — LABORATORY “ iin 
corporation supported by Merck & Co., Inc. It jentves an 
makes contributions to education and other worthy 


causes. 
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Inversine 


(MECAMYLAMINE HYDROCHLORIDE) 


An oral 


antihypk 





‘INVERSINEP’, a secondary amine, is a new 
and extremely potent antihypertensive agent. 
It has the following clinically demonstrated 
properties: 

1. Excellent reproducibility of effects. 

2. Most potent of all available oral 
ganglionic blockers (10 to 20 times more 
potent than pentolinium and about 90 times 
more potent than hexamethonium). 

3. Smooth, predictable response: In 
a given patient, the same dose of ‘INVER- 
SINE’ elicits the same blood pressure res- 
ponse, time after time, with minimal day-to- 
day fluctuation. 

4. Remarkable physiologic economy 
resulting in /ong duration of action, sustained 
effect. 

5. Gradual onset of effect. 


6. Small oral dosage produces re- 
quired hypotensive effect. 

7. Effective even in patients refractory 
to hexamethonium and other ganglionic 
blocking agents. 
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ensive 


that is 


TOTALLY NEW 
CHEMICALLY DIFFERENT 


CLINICALLY RELIABLE 


In all these respects, ‘INVERSINE’ differs 
greatly from all other available ganglionic 
blocking agents and is, in effect, in a unique 
category among antihypertensives. 


SUPPLIED: Product No. 3219 and 3220. 
Tablets of 2.5 mg. and 10 mg. in bottles of 100. 


Literature on request. 


‘INVERSINE’ is a trademark of Merck & Co. Limited 


mo 


Merck Sharp & Dohme 


Dwision of Merck & Co. Limited 
Montreal 30, Que. 
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1959 COMMITTEE REPORTS 


Archives 


To the President and Executive of 
The Manitoba Medical Association: 
Since the annual meeting in October 1958 the following 
members of the Association have passed away: 
Dr. W. E. Campbell, Winnipeg— 
(a) President M.M.A. 1939-40 
(b) President Winnipeg Medical Society 1936-37. 
Dr. W. E. Chasney, Winnipeg 
Dr. A. M. Clare, Neepawa 
Dr. F. C. Reidy, Winnipeg (died in England) 
Dr. C. C. Wright, Dauphin 
Respectfully submitted. 
Ross Mitchell, 


Chairman. 


Executive 


To the Members of the 
Manitoba Medical Association: 
1 


On this 51st Annual Meeting of the Manitoba Division, a 
sincere welcome is extended to members and guests in attendance. 
Special mention should be made of the guest speakers, Doctors 
R. G, Siekert, T. A. Watson and Mr. Leo Brown of the A.M.A. 
Communications Division, who have given of their time to visit 
Manitoba, and the C.M.A. Travel Team. The latter is com- 
posed of Dr. E. K. Lyon, Deputy President, A. F. W. Peart, 
Assistant Secretary, W. G. Bigelow and B. L. Hession, speakers, 
and E. F. Crutchlow, Chairman, Public Relations Committee. 


2. 
During the 1959-60 Association year, the Executive Com- 
mittee held eight regular meetings with an average attendance 
of 20 members and four invited guests. Regular invitations are 
extended to the Executive Director, M.H.S., a representative 
from the Faculty of Medicine, Alternate Representative to 
C.M.A., Executive Committee, Deputy Minister of Health, Editor 
and Liaison Editor, Manitoba Medical Review, and special in- 
vitations to committee chairmen. Anyone who wishes to do so 
may attend, Appreciation is again extended to M.H.S. Board 
of Trustees for continuing to make the Board room available for 
the committee meetings. The Officers have been called 14 times, 
three times with the M.H.S. Executive and twice with the Pro- 
fessional Policy Committee. 
The following represents a brief general resume of the year’s 
activities, More details will be contained in individual reports. 


3. 
Advisory Commission under Health Services Act 

The Association continues to have three representatives on 
this Commission. The current ones are Dr. J. E. Hudson, who 
completes a three year term this year, Dr. C. H. A. Walton 
retiring in 1960, and Dr. F. G. Allison in 1961. 


4, 
Advisory Committee to Provincial Government 

Although this Committee met only once during the year, 
several matters were discussed informally with the Minister of 
Health. His co-operation in this regard is recognized and com- 
mended. It is felt that this Committee serves a very useful 
purpose. 
5. 

Alcoholism Foundation of Manitoba 
Dr. E. J. Bennett was chosen from three names submitted by 

this Association to serve on the Board of the Foundation. 


6. 
Benevolent Fund 
The transfer of the Winnipeg Medical Society Benevolent 
Fund to this Association has been completed and a financial 
report is found elsewhere. It is hoped that the expansion of this 
fund to include all of Manitoba will be of benefit to doctors and 
their families, 


7. 
Canadian Medical Association 

The 92nd General Council Meeting of C.M.A. was held on 
May 29th and 30th in Toronto. Manitoba Representatives were 
Doctors Ed Johnson, F. G. Allison, H. L. McNicol, R. O. Flett, 
L. R. Rabson, J. E. Hudson, M. T. Macfarland, M. Potoski, 
R. W. Richardson, F. H. Smith, and K. R. Trueman. The 
Transactions were published in the September Ist issue of the 
Canadian Medical Association Journal (Vol. 81, No. 5, P. 285). 
Te is suggested that in order to keep abreast of the developments 
in medicine on the Canadian scene that these reports be perused. 

The President for 1959-60, H.R.H. The Duke of Edinburgh, 
was installed at a ceremony in Toronto on June 30th. Dr. E. 
K. Lyon, Leamington, Ontario, was named Deputy-President. 
Doctors R. W. Richardson and J. E. Hudson were in attendance. 

The scientific and social sessions of the meeting were held in 
conjunction with the B.M.A. in Edinburgh, July 18th - 25th. A 
charter flight lefe Winnipeg on July 15th and, in addition to 
the 33 doctors and their families on the flight, approximately 22 
doctors made their own arrangements to attend the meeting. 
Write-ups on the meeting have been in the C.M.A.J. and the 
M.M.R. 


8. 
Cancer 

Doctors P. H. T. Thorlakson, H. S. Evans and L. R. Rabson 
continue to represent the Association on the Advisory Medical 
Board of the Cancer Treatment and Research Foundation. 

Tt should be noted that no charges for radiotherapeutic treat- 
ment are made to residents of the Province of Manitoba, nor to 
those outside the Greater Winnipeg area for biopsies. 


9. 
District Medical Societies 

The College of Physician and Surgeons of Manitoba and the 
Canadian Medical Association have been responsible for the 
payment of expenses for speakers to visit the various districts to 
participate in ward rounds and scientific sessions. Due to the 
snowstorms in early fall, a number of the meetings were can- 
celled or postponed. The Brandon, Northern and Northwestern 
Districts held a special meeting on May 27th honoring Dr. 
Stuart Schultz on his retirement from the Brandon Mental 
Hospital. 

It has been suggested that district society representatives 
assist in public relations insofar as members of provincial or 
federal constituencies are concerned, by providing the views of 
the profession on items of medical interest. 


10. 
Doctors and Nurses Directory 
The installation of emergency phone “999” as it affects the 
Directory, was discussed. Assistance in obtaining medical aid 
through “999” is transferred to the Directory. No problems 
have been brought to the attention of the Executive since the 
installation of the service. 


a. 
Economics 

An increasing number of problems have been brought to this 
Committee — Free Services to Indigents — at the request of the 
Minister of Health, an effort has been made to determine the 
amount of free services that are given to indigents by members 
of the profession. A survey was made for the month of April 
and the results compiled by M.H.S. Indian Health Services—In 
an effort to ascertain complaints and constructive criticisms 
regarding Indian Health Services, and at the request of C.M.A., 
a circular letter was sent out in December to which 13 replies 
were received, and a summary sent to C.M.A. Other matters of 
particular interest were—the Interest of Government in the 
Practice of Medicine, standardization of insurance forms by the 
Canadian Life Insurance Medical Officers Association, fees paid 
by third parties, etc. 
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12. 
Hospital Relations 

The Committee has been enlarged and meets at the request 
of the M.H.S.P. Consultant in an advisory capacity. It also 
deals with other hospital matters such as shortage of beds and 
long-stay patients. 

13. 
Legislation 

Approval was given to legislation authorizing transfusions 
given to minors who had blood loss threatening life, after ade- 
guate consultation. The Executive learned with interest that the 
M.H.S.A. funds were allotted to the Cancer Treatment and 
Research Foundation. 

14, 
Manitoba Hospital Service Plan 

The Manitoba Hospitals Council was established by the 
Minister of Health to advise the Government on ways of im- 
proving the M.H.S.P. Dr. K. R. Trueman and Dr. W. J. 
Boyd serve on the Council for a period of three years and one 
year, respectively. 

15. 
Manitoba Medical Review 

Dr. S. Vaisrub was re-appointed Editor and Dr. R. H. 
McFarlane as Liaison Editor reporting items of interest from the 
Executive Meetings. Miss V. Bogden has filled the position of 
Business Manager very adequately. 

16. 
Membership 

The number of members continues to show a healthy increase 
during 1959, as in previous years. 
ri. 

Nominees to M.H.S. Board 

As a result of the election subsequent to the 1958 annual 
meeting, the following were named to the Board of Trustees for 
three years from March 1959: Doctors R. L. Cooke, J. E. 
Hudson and S. M. Luginsky. 

T.C.M.P. In October a brief was prepared by M.HS., 
accepted by M.M.A. Officers, and presented to the special C.M.A. 
Committee on October 23rd, to the effect that a national organ- 
ization be created to negotiate or enter into national contracts. 
A further meeting was held with M.H.S. in May to discuss the 
report of the special C.M.A. Committee and the recommenda- 
tions of the T.C.M.P. Executive, when a motion for presentation 
to General Council was made. This motion was accepted in 
principle by General Council. 

In 1957 the M.M.A. approved the principle of the sale of 
indemnity contracts by M.H.S. for medical care. This was fully 
discussed by the Officers and M.H.S. Executive on December 
2nd and again by the Executive Committee, following which it 
was brought to the M.H.S. meeting on January 10th. To imple- 
ment this proposal it was found necessary to establish a separate 
+ eres and Amendment to the Charter was obtained in 
July. 

18, 
Professional Policy Committee 

The March and April Executive meetings dealt mainly with 
the report on the Relative Value Fee Schedule and the listing 
and unit values contained in the second edition of the California 
Medical Association plan, as modified, and the Preamble of the 
Committee were adopted. The monetary unit value remains 
under consideration at this date. The services of a consulting 
actuary have been obtained to assist with this study. 

19. 
Public Relations 

The Committee was active this year and most recently has 
arranged for articles of public interest to be printed in the press. 
20. 

Rehabilitation 

Care for the Aged. A special Committee met with provincial 
authorities to discuss an institution for rehabilitation. A Medical 
Advisory Committee was established at the request of the Sana- 
torium Board of Manitoba. 


21. 
Sections 
As a result of the revised Constitution and By-laws the 
following specialist groups have applied and been granted 
membership as a Section of this Association: Anaesthesia, 
Dermatology, Eye, Ear, Nose and Throat, General Practice, 
Orthopaedics, Pathology, Psychiatry and Surgery. 


22. 
Workmen’s Compensation Board 
During the past year Dr. C. D. Lees was appointed to assist 
the Chief Medical Officer. 
Fee Taxing Committee — Four meetings have been held, to 
which three members of the panel were called. 


33. 
Special Committee to Study the Columbus Plan 

At th request of the Surgical Section the Special Committee 
was set up at the January meeting of Executive consisting of 
Chairmen of Hospital Relations, Economics and Ethics, to study 
and report on the legal and ethical implications and practicability 
of instituting the Columbus Plan in Manitoba. Three meetings 
of the committee were held and on May 27th a letter was 
directed to the profession outlining the plan and asking for 
comments. 


24. 

Special Committee to Study 

Medical Lay Organizations 

This Committee reported in February recommending the 

establishment of a committee to deal with the relationship be- 
tween the profession and voluntary health organizations. Study 
is continuing on the present organizational status of the volun- 
tary health agencies in Manitoba 


25. 
Special Committee on Nursing 


The problem of shortage of nurses at all levels was brought 
to the attention of the Executive in January by Dr. Merkeley 
and received considerable discussion. A special committee under 
Dr. Merkeley’s chairmanship was set up with Doctors A. M. 
Goodwin and J. P. Gemmell. This resulted in a joint Commit- 
tee including representatives from the Department of Health, 
M.A.R.N., and Associated Hospitals of Manitoba. 


26. 
Appreciation is extended for the continued co-operation of 
the staff. 
Respectfully submitted, 
Edward Johnson, 


President. 


R. O. Flett, 


Honorary Secretary. 


Finance 


To the President and Executive of 
The Manitoba Medical Association: 
27. 

The members of your Finance Committee for the past year 
have been Drs. Norman Corne, W. Neal and R. Ross. The 
President and Secretary have attended most of our meetings as 
ex-officio members. The Finance Committee, during the year 
1958-59, has concerned itself with five main topics. 

(1) The budget for the following year. 

(2) The establishment of the Manitoba Medical Association 

Benevolent Fund. 

(3) The advisability of establishing a Revolving loan fund 

for medical students. 

(4) The financial management of the Manitoba Medical 

Review. 

(5) The establishment of a pension fund scheme for the 
eligible employees of the Manitoba Medical Association. 

(1) The budget for the following year— The budget as 
outlined for 1959-60 is herewith attached. 


- 
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TETRACYCLINE WITH GLUCOSAMINE 


proven in research 


1. Highest tetracycline serum levels. 
2. Most consistently elevated serum levels. 


3. Safe physiologic enhancement (with a 
natural human metabolite). 


4. Rapid clinical response. 


5. Unexcelled toleration. 


SUPPLY 
CAPSULES—(black and white) 250 mg., in bottles of 
16 and 100. 125 mg., bottles of 25 and 100. 


ORAL SUSPENSION—(orange-flavoured) 125 mg. per 
tsp. (5 cc.) 60 cc. bottle containing 1.5 Gm. dry powder. 


PEDIATRIC DROPS—(orange-flavoured) 100 mg. per 
cc., 10 cc. dropper bottles containing 1.0 Gm. dry powder. 


COSA-TETRASTATIN 


TETRACYCLINE WITH GLUCOSAMINE — NYSTATIN 


antibacterial effectiveness plus added pro- 
tection against monilial superinfection. 


CAPSULES—250 mg. Cosa-Tetracyn plus 250,000 wu. 
nystatin. Bottles of 12 and 100. 


ORAL SUSPENSION—125 mg. per tsp. (5 cc.) Cosa- 
Tetracyn plus 125,000 u. nystatin, 60 cc. bottle. 


Gap Science For The World’s Well-Being 
PFIZER CANADA 
(Division of Pfizer Corp.) 


20859 5330 Royalmount Avenue, Montreal 9, P.Q. 
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28. 
MANITOBA MEDICAL ASSOCIATION 
BUDGET FOR 1959 
Income: 
Membership $30,000.00 
C.M.A. Grant 1,350.00 
Interest on bonds & savings account ... 2,150.00 
Other Items 100.00 
Winnipeg Medical Society —_______ 1,320.00 
College of Physicians and Surgeons ___. 2,000.00 
Manitoba Medical Review -._... 1,150.00 
——— $38,070.00 
Expenses: 
Salaries —.. 18,000.00 
M.M.A. Annual ae... 1,500.00 
Actg. & Legal Fees 200.00 
Audit Fee 200.00 
Business Tax 400.00 
Donaticns - 250.00 
Executive & Committee Luncheons __. 1,600.00 
General Expense - 1,000.00 
Office Furniture & Equpiment 500.00 
Cane Gastine 500.00 
Printing, Postage and Stationery —___... 2,000.00 
Rent and Light 4,500.00 
Telephone __... 800.00 
Travelling Expenses . 3,000.00 
Travel Expenses C.M.A,. —-.---. 2,000.00 
Insurance - 50.00 
Honorarium to report — Review 200.00 
36,700.00 
$ 1,370.00 
REVIEW 
Income: 
Advertisers ae $22,500.00 
Subscribers __.._. ae 300.00 
$22,800.00 
Expenses: 
Salary 3,700.00 
Editor 2,000.00 
Printing 9,500.00 
Illustrations _.. 600.00 
Stationery —_.. 190.00 
Postage __....... 500.00 
Miscellaneous and Exchange _......... 250.00 
Legal and Accounting _... 50.00 
Salaries (Secy. & —- 550.00 
Rent and Light : 450.00 
Telephone 150.00 
17,940.00 
$ 4,860.00 
29. 


(2) The establishment of the Manitoba Medical Association 
Benevolent Fund — The Manitoba Medical Association Benevoi- 
ent Fund has been established, the Trustees named and with the 
helpful co-operation of the Winnipeg Medical Society and its 
Benevolent Fund Trustees the funds from that organization 
have now been transferred to the Manitoba Medical Association 
Benevolent Fund. This makes it possible for us to receive con- 
tributions to this fund from all members of the Manitoba 
Medical Association and at the same time to aid any needy 
members of the Manitoba Medical Association, the scope of the 
fund having been thus enlarged. 

(3) The advisability of establishing a Revolving loan fund 
for medical students — Thorough investigation was undertaken, 
of the possibility of setting up a revolving loan fund for medical 
students, using funds of the Manitoba Medical Association. 
However after many discussions, especially latterly with the 
Registrar and Comptroller of the University of Manitoba, a 
conclusion was reached that there was no need to establish such 
a fund since there are loan funds now available which are not 
being used in their entirety. Nevertheless, the need for bursaries 
for medical students was demonstrated time and time again 


during these discussions and at the present time the possibility 
of establishing such bursaries by the Manitoba Medical Associa- 
tion is being considered. 

(4) The financial management of the Manitoba Medical 
Review — The financial statement of the Manitoba Medical Re- 
view now shows it to be a very worthwhile effort, to be continued. 
under the control of the Manitoba Medical Association in order 
that it may best serve the interests of the Association. Recent 
increases in the costs of paper and printing have made it neces- 
sary at this time to increase our advertising rates and with the 
help and advice of our Business Manager, Miss V. Bogden, this 
has been done. 

(5) The establishment of a pension fund scheme for the 
eligible employees of the Manitoba Medical Association — The 
establishment of a pension scheme is being considered and at 
this particular time we have under consideration three plans 
which have been submitted to us. A decision will be made 
within the next few months. 

Our investments at the present time are sound and these 
will continue to be made with the advice of our bank manager 
and a financial advisor from one of the older established invest- 
ment houses. 

Insurance coverage of our office furniture and equipment and 
public liability insurance have been obtained for the first time 
during the past year. 

I would like to thank the members of my Committee for 
their co-operation and hard work during the past year. 

ancial statement is hereby attached. 


Respectfully submitted. 
L.R. Rabson, 


Chairman. 


Finance 
Winnipeg, March 20, 1959 


The Manitoba Medical Association, 
Winnipeg, Manitoba. 
30. 

We have examined the balance sheet of the Manitoba 
Medical Association as at December 31, 1958, and the state- 
ment of revenue and expenses for the year ended on that date, 
and have obtained all the information and explanations we 
have required. Our examination included a general review of 
the accounting procedures and such tests of accounting records 
as we considered necessary in the circumstances. 

Our comments on the attached financial statements are as 
follows: 

Results for the Year 

Revenues exceeded expenses by $2,978.59, which compares 
with a net revenue of $3,726.00 in the preceding year. Gross 
revenues for 1958 increased by $1,345.23, but increased expendi- 
tures more than offset the additional revenue. The principal 
items of increased expenses were salaries, annual meeting 
expense, travelling, executive luncheons, and printing, postage, 
and stationery. There was a substantial decrease in office 
furniture and equipment expenditure which this year amounted 
to a total of $265.00. 

Particulars of membership and rates of fees are as follows: 


691 Members at $40.00 $27,640.00 
16 Members at 30.00 _... 480.00 
3 Members at 21.00 _..... 63.00 
51 Members at 20.00 _.....----._-—- 11,020.00 
20 Members at 15.00 300.00 
9 Members at 13.00 _..-- : 117.00 

1 Member at 8.00 _... 8.00 
7 Members at 600 —... 42.00 
104 Members at 5.00 __.. . : 520.00 
902 $30,190.00 


31. 
Operating revenue of the 
“Manitoba Medical Review” — $1,678.08: 

1958 was the first year that the balance of revenue from 
the “Review” was included in the financial statements of the 
Association. 
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The 1958 revenue from advertisers increased by $2,213.22 
over that of the previous year, whereas the amount received 
from subscribers in 1958 was $14.00 less than that of 1957. 
Expenses showed an increase of $5,437.87 over those of the 
preceding year. The increase is mainly attributable to the 
employment of a salaried business manager, to the purchase 
of the interest of the late Mr. J. G. Whitley in the “Manitoba 
Medical Review” for $2,500.00, and to somewhat greater costs 
for secretarial services and illustrations. 

Authorizations were found to be satisfactory with respect 
to all expenditures tested by us. 

Cash on hand and in bank — $4,198.32: 

Cash on hand included a petty cash fund of $20.00, un- 
deposited cash and bond coupons amounting to $107.16, and 
balances on deposit in the Bank of Montreal of $4,071.16 which 
we have confirmed. 

Accounts receivable — $3,786.89: 

Of this amount all but $380.70 had been collected up to 
the date of our examination and this balance is considered to 
be fully collectible. 

Investments — $53,312.50: 

During the year the Association disposed of all con- 
vertible Government of Canada bonds, having a par value of 
$5,000.00 and acquired an equal amount of fully registered 
4¥%,% Government of Canada bonds maturing in 1983. Because 
some of the convertible bonds were purchased at a premium, 
a net loss of $68.75 resulted from the conversion. 

We examined the bond certificates kept in the Association’s 
safety deposit box at the Bank of Montreal. Bond interest is 
recorded in the books on a received basis, which is consistent 
with the practice of previous years. 

In our opinion, subject to the foregoing comments, the 
accompanying balance sheet and statement of revenue and 
expenses are properly drawn up so as to exhibit a true and 
correct view of the affairs of the Manitoba Medical Association 
as at December 31, 1958, and the result of its operations for 
the year ended on that date, according to the best of our 
information and the explanations given to us and as shown by 
the books of the Association. All the transactions of the 
Association that have come within our notice have been within 
the objects and powers of the Association to the best of our 
information and belief. 

Prick WaTEeRHOUSE & Co., 
Chartered Accountants. 


32. 
Balance Sheet, December 31, 1958 
ASSETS 


Cash on hand and in bank 
Accounts receivable: 
Review advertisers 
College of Physicians and Surgeons 
University of Manitoba 
Members 


$ 4,198.32 








$ 2,316.37 





3,786.89 
Prepaid expenses 383.10 
Investment in bonds, at cost 


(Quoted market value $49,142.50) 





53,312.50 
$61,680.81 


LIABILITIES AND SURPLUS 
Liabilities: 
Accounts payable 
Prepaid 1959 membership fees 
Prepaid 1959 Review subscriptions 
Deposits held for trip to Edinburgh 
Conference _ 





3,000.15 
———-$ 3,345.84 
Surplus: 


Balance December 31, 1957 $55,356.38 
Add — Balance of revenue for the year. 2,978.59 
——— 58,334.97 


$61,680.81 


33. 
Statement of Revenue and Expenses 
For the Year Ended December 31, 1958 
REVENUE 
Fees collected: 
Current year (902 members) 
Divisional members (3) 
Other 20.00 
———$30,216.00 
Canadian Medical Sonia $ 1,343.00 
Interest on bonds _ a 2,080.00 
Interest on savings bank account 107.12 
Medicine in Manitoba 
Remuneration for secretarial services 


rendered __ 50.00 


$30,190.00 
6.00 








3,661.45 


$33,877.45 


EXPENSES 

Salaries of executive director and office 

personnel $17,638.40 
M.M.A. annual meeting 3,228.46 
Actuarial and mans fee 115.00 
Audit fee ee 175.00 
Business tax 364.10 
Donations 750.00 
Executive and committee luncheons 1,443.23 
General expenses 1,037.24 
Loss on conversion of bonds _....._-_-_-_-_- : 68.75 
Office furniture and equipment 265.00 
Office renovation ____. ———— 
Printing, postage and stationery . eee . 1,691.43 
Rent and light -. 4,109.73 
Telephone 
Travelling expenses (Executive members, 

$1,717.95; general, $1,298.00) 
Travelling expenses re C.M.A. 

General Council 























$37,020.81 


Less— 
Share of office expenditures borne by: 
Winnipeg Medical Society _ 
College of Physicians and Surgeons are 
Manitoba Medical Review : 


_.$ 1,320.00 
2,004.00 
1,119.87 


$4,443.87 
———— 32,576.94 
Excess of revenue over expenses _-$ 1,300.51 
Add—Operating revenue of the ‘ ‘Manitoba _ 

Medical Review” as shown on schedule attached... 1,678.08 


Balance of revenue for the year... $. 2,978.59 


34. 
Statement of Revenue and Expenses Relating to 
Operations of the “Manitoba Medical Review” 
For the Year Ended December 31, 1958 


REVENUE 
Advertisers : $21,520.85 
Subscribers 337.50 
—_——$21,858.35 
DIRECT OPERATING EXPENSES 








Honorarium to editor 
Printing 
Illustrations 











Miscellaneous 
Exchange 
Editorial committee luncheon 








Methocarbamol Robins U.S. Pat. No. 2770649 


Summary of six published elinicat studies: 

ROBAXIN BENEFICIAL IN 92.4% OF 

SKELETAL MUSCLE SPASM CASES 
RESPONSE 


rr 


TABLETS 


e Highly potent—and long acting.”** 


e Relatively free of adverse 
side effects."”*** 


e In ordinary dosage, does not reduce 
muscle strength or reflex activity.’ 


REFERENCES: 1. Carpenter, E. B.: Southern M. J.51:627, 
1958. 2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Lewis, 
W. B.: California Med. 90:26, 1959. 4. O’Doherty, D. S., 
and Shields, C. D.: J.A.M.A. 167:160, 1958. 5. Park, H. W.: 
J.A.M.A. 167:168, 1958. 6. Plumb, C. S.: Journal-Lancet 
78:531, 1958. 
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Legal and accounting services 
The Estate of J. G. Whitley— 
settlement of claim 


OTHER EXPENSES 
Secretarial and accounting 


salaries 
Rent and light 
Telephone 


$ 552.75 
410.97 
156.15 








20,180.27 


Balance of revenue for the year $ 1,678.08 


35. 
Statement of Investments in Bonds 
December 31, 1958 
Market 
Value 


Interest 


Description: Par Value Cost Revenue 
Dom. of Canada: 
4"’u% 1983 


Prov. of Manitoba: 


# 5,000.00 $ 5,000.00 $ 4,775.00 $ 
1,965.00 
5,225.00 
5,087.50 


1,705.00 
4,850.00 
4,662.50 


60.00 
’ 200.00 
4%4% 1968 5,000.00 212.50 
Hydro-Electric Power 
Comm. of Ont.: 

8,000.00 
2,000.00 


10,000.00 


8,160.00 
1,997.50 
10,000.00 


7,440.00 
1,870.00 
8,750.00 


4%4% 1969 


Province of 

New Brunswick: 
312% 1965 _...... 
4¥%2% 1969 


105.00 
180.00 


3,000.00 
4,000.00 


3,000.00 
3,970.90 


2,655.00 
3,730.00 


37. 


B.C. Electric Co. Ltd: 
4¥%4% 1977 

Prov. of Ontario: 
4"%A% 1976 
5% 1964 


2,000.00 


2,000.00 
5,000.00 


2,005.00 1,860.00 95.00 
90.00 


250.00 


1,870.00 
4,975.00 


1,940.00 
4,962.50 





$53,000.00 


$53,312.50 $49,142.50 





Interest on bonds converted August 31, 1958 


36. 


82.50 


$2,080.00 


Balance Sheet as at August 31, 1959 
ASSETS 


Cash: 
Petty Cash on Hand 


$ 20.00 





Bank—Current 


? 





2,688.35 





Investments 


13,211.22 


———-$15,919.57 
_... 62,892.50 





Accounts Receivable: 
Advertisers 


$ 279.61 





C. P. &S.: 
Extra Mural 


656.40 





Fee Taxing 


120.00 





LIABILITIES 
Deferred Income: 


Annual eutnnde Ee 


Surplus — 
Excess Revenue .. 


REVENUE 


1959 


705 members @ $40.00 $28,200.00 
17 members @ 20.00 340.00 
15.00 15.00 
5.00 530.00 
15.00 195.00 
20.00 120.00 
8.00 8.00 
30.00 480.00 
6.00 48.00 
21.00 84.00 
20.00 520.00 
13.00 78.00 


Fees CoLLectep 


Regular 

Y% year 

Y, year 

Salaried 

1958 Grads 

1959 Grads 

a ore Fee _ 
16 members @ 
8 members @ 
4 members @ 

26 members @ 
6 members @ 


909 


Post-Graduate 
Non-Resident — 


$30,618.00 
8. 


Plus 4 Insurance 





$30,626.00 


REVENUE 
Fees Collected 
College of Physicians & Surgeons 
Interest 
Medicine in Manitoba 
Review 
Secretarial Services ____. 
Winnipeg Medical Society - 
C.M.A. Extra Mural - 
Charter Flight to Edinburgh 


$30,626.00 
1,354.00 
1,289.64 
10.00 
6,111.34 
83.46 
770.00 
1,442.00 
28.65 


$41,715.09 
$ 

















EXPENSES 
Advertising — Discount Account 
Bank Charges 
C.M.A. Annual Meeting 


168.12 
27.71 
111.05 








Comparison 1958 


685 @ $40.00 $27,400.00 
15@ 20.00 300.00 


104 @ 
16 @ 
6 


5.00 
15.00 
20.00 

8.00 
30.00 

6.00 
21.00 
20.00 
13.00 


520.00 
240.00 
120.00 
8.00 
450.00 
36.00 
63.00 
460.00 
104.00 


$29,701.00 
30.00 

5.00 

6.00 


882 
Plus 1 on account _.. 
Plus 1 in advance 
Plus 3 div. members. 


$29,742.00 


Executive Luncheons 


1,056.01 
$79,868.08 


AND SURPLUS 


$ 6,450.00 
_. 58,334.97 
. 15,083.11 
——— 79,868.08 


Statement of Revenue and Expenditure for the Period Ist January, 1959 to 3lst August, 1959 


Comparison 1957 


665 @ $40.00 $26,600.00 
15 20.00 300.00 
1 15.00 15.00 
5.00 485.00 
15.00 225.00 
20.00 
8.00 
30.00 
6.00 
21.00 
20.00 
13.00 


~~ 
®@QO® 


_ 
wovuaAe 


380.00 
65.00 


QHOHDOODHOD 


= | 
Niu 


8 $28,831.00 
Plus 2 div. members_. 4.00 


$28,835.00 
763.18 





Complimentary — Fees 


24.00 





General Expense 


1,281.40 





Light 


48.88 





Office Furniture & Equipment 
Printing, Postage & Stationery 


402.10 
1,773.37 
113.37 





Rental of Postage Meter 
Rent - 


3,020.40 





Review Illustrations 


596.10 





Salaries __. 


12,119.50 





i; «= 


68.16 





« 


nao. 


31.56 





ee 


M.HSS. 


Travel 


52.61 
1,695.90 





ee 


Executive | Meetings ne 
Rep. to General Council, ‘CM.A. . 


1,570.85 
2,223.12 
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Ephedrine Sulphate 24 mg. 8mg. 30mg. 10mg. 
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Telephone Account 540.60 


26,631.98 
Excess Revenue over Expenditure -.....--._-.- 15,083.11 


$41,715.09 


Membership 


To the President and Executive of 
The Manitoba Medical Association: 





38. 
There are 1,058 doctors in the Province of Manitoba. 
795 Winnipeg 
263 Rural 
909 Active paid-up members —_.... 667 Winnipeg 
(894 in the Province) 227 Rural 
15 Outside Prov. 
9 Senior Members -_........-.-...... 5 Winnipeg 
4 Rural 
18 Retired 17 Winnipeg 
1 Rural 
134 Membership fees unpaid ........... 105 Winnipeg 
29 Rural 
3 Complimentary 1 Winnipeg 
2 Rural 


Of the 134 doctors whose fees are unpaid, 10 are new 
registrants, 46 are temporarily licensed, 30 are doing post- 
gtaduate work in hospitals, 12 are not practising and 3 are in 
the Armed Services, leaving a potential of 33 members. On 
this basis, the percentage of paid-up membership is 87.5%. 

31 doctors have been lost to the Association during the year, 
5 are deceased, and 26 have left the Province. 

69 new members have been enrolled to date this year. 

The number of paid-up members is higher by 30 than it was 
this time last year. The total membership at the end of 1958 
was 902. 

Respectfully submitted. 

L. R. Rabson, 


Chairman. 


Benevolent Fund 


To the President and Executive of 
The Manitoba Medical Association: 


39. 

Following consultations between the Winnipeg Medical 
Society and the Manitoba Medical Association, a resolutior: 
was passed by the latter in 1958 setting up a Manitoba Medical 
Association Benevolent Fund. Three principles were laid down 
for the guidance of the Trustees of this fund: 

1. THAT the Association establish a benevolent fund to be 
known as “The Manitoba Medical Association Benevolent 
Fund,” for the members of the Association, their wives, 
children and other direct dependents; 

2. THAT the Association receive from the Winnipeg Medi- 
cal Society as a payment into the said fund the total 
assets of the Winnipeg Medical Society Benevolent Fund; 

3. THAT the Executive Committee of this Association is 
hereby authorized, empowered and directed, for and in 
the name of and on behalf of the Association, to deter- 
mine the qualifications of beneficiaries of the said Fund, 
to determine and designate the trustees of the said Fund, 
to cause to be executed and delivered by the proper 
officers of the Association, for and in the name of and on 
behalf of the Association a deed of trust, and to perform 
and do all such acts and things as they in their discretion 
may consider to be necessary, desirous or useful for the 
purpose of giving effect to this resolution.” 

As of February 26th, 1959 cash and bonds amounting to 

$6,198.29 were transferred to the Manitoba Medical Association. 


While there has been no call on this fund in the past year, 
there will undoubtedly come a time when it will be a very great 
help to some doctors or their families in this province. There- 


fore we would ask you to remember this fund when you are 
sending in your annual fee, or at some other suitable time 
during the year. 
Respectfully submitted. 
W. F. Tisdale, 


Chairman. 
Cancer 


To the President and Executive of 
The Manitoba Medical Association: 
40. 

The Cancer Committee met on two occasions since the last 
annual meeting. The matters discussed were: 

1. The free biopsy service for patients in rural Manitoba. 
This requires further study. 

2. Free cancer diagnosis service at the Winnipeg General 
Hospital and St. Boniface Hospital for medically indigent 
patients. 

It was reported that the utilization of the free diagnostic 
service established in 1952 with the Winnipeg General Hospital 
and St. Boniface Hospital was being used very little. In fact, 
over the years there has been a marked drop in the number ot 
patients seeking this service so that in 1958 there were 13 
patients at St. Boniface Hospital and 34 at the Winnipeg Gen- 
eral Hospital. In spite of the lack of utilization, the Committee 
was of the opinion that these services should be continued. 

3. The follow-up service provided. by the Manitoba Cancer 
Foundation. This is to some extent a matter for arrangement 
between the radiotherapist and the referring doctor whose wishes 
will be respected. 

4. The treatment of non-malignant diseases by the Manitoba 
Cancer Foundation. 

5. The effect of the new Manitoba Hospital Services Plan 
on these cancer services and, particularly, the effect of free our- 
patient service for biopsy and minor surgery. 


Respectfully submitted, 
P.H.T.Thorlakson, 


Chairman. 


Civil Disaster 


To the President and Executive of 
The Manitoba Medical Association: 
4l. 

No meetings of the Civil Disaster Committee were held 
during the past year. : 

For information, Dr. T. E. Holland was appointed Civil 
Defence Medical Director on the recommendation of the 
M.M.A. and the Civil Defence Co-ordinator has assumed the 
responsibility of obtaining nominees for C.D. courses—a function 
performed previously by this Committee. 

Res ully submitted, 

C. G. Wood, 


Chairman. 
Editorial Committee 


To the President and Executive of 
The Manitoba Medical Association: 
42, 
The Editorial Committee held four meetings during 1959 to 
deal with matters vital to the smooth functioning of the Review. 
It can report a moderate increase in the number of papers pub- 
lished, and a substantial increase in the amount of advertising. 
We can look back with satisfaction on a year of good 
progress. 
Respectfully submitted. 
Samuel Vaisrub, 
Chairman. 


Ethics 


To the President and Executive of 
The Manitoba Medical Association: 
43. 
The Committee on Ethics held no meetings during the year. 
The Chairman participated in discussions of subcommittee 
appointed by your Executive to discuss the Columbus Plan. He 
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also corresponded with Doctor Wallace Wilson, Chairman of 
Committee on Ethics, Canadian Medical Association in the 
matter of revision of the Code of Ethics re fees and commissions. 


Respectfully submitted, 
Gilbert L. Adamson, 
Chairman. 


Hospital Relations 


To the President and Executive of 
- The Manitoba Medical Association: 

The Hospital Relations Committee met on six occasions 
during the past year — of which four were held with the repre- 
sentatives of the Manitoba Hospital Services Plan. 

During the year Dr. Lyons, due to ill-health, asked to be 
relieved of the chairmanship, but remained as a member of your 
committee. 

The committee felt, that to cover each aspect in the relations 
of the association with the hospitals, its members should be in- 
creased in number. Accordingly, Drs. J. A. MacDougall, W. 
MacKinnon and J. Menzies were added to act with the presently 
constituted committee of Drs. R. Lyons, K. I. Johnson and H. 
Bowles. 

As no precedent has existed for this committee and no term 
of reference has been designated by the executive, in its relations 
with the M.H.S.P., certain principles had to be evolved. These 
were: 

(1) There should be as little possible restriction or change 
in the method of hospital practice from those used by the doc- 
tors previous to the inauguration of the Plan. 

(2) That more efficient use of the present number of hospital 
beds might be brought about by an Admission and Discharge 
Committee set up in each individual hospital, and also by en- 
largement of the outpatient facilities. 

(3) We felt that the outpatient department should not be 
utilized for doctors’ services that could be performed in their 
offices. We appreciate that this might cause hardship to some 
physicians who feel that this type of practice was commonplace 
before the inception of the Plan, but the committee at present 
feels that the Plan should not honor this type of service. 

(4) All tissue removed within the hospital should be con- 
trolled by its Tissue Committee. This would mean that biopsy 
reports would be paid by the Plan. 

With these principles in mind, the committee recommended 
the increase in outpatient coverage. All doctors, as well as 
hospitals in the Province, received notification of this the latter 
part of August. 

The Committee recommends to the Executive the following: 

(1) After a short period of time, all outpatient procedure 
covered and not covered by the Plan, should be reviewed, with 
the object of making certain recommendations to the Manitoba 
Hospital Services Plan. 

(2) That liaison between your committee and representatives 
of the Hospital Association of Manitoba, be constituted. 

(3) That certain terms of reference for this committee, as 
the advisory committee to M.H.S.P., be established. 

(4) A committee be constituted to investigate the feasibility 
of a Tissue Registry for all the hospitals of the province. 


Respectfully submitted. 
Howard E. Bowles, 


Chairman. 


Legislative Committee 


To the President and Executive of 
‘i The Manitoba Medical Association: 


The Legislative Committee held one meeting during the last 
year at which time a proposed change in the Act respecting the 
practice of Chiropody was discussed. As result of this, the 
Association Legal Advisor was instructed to prepare a brief for 
presentation at the Law Amendments Committee. The general 
content of this brief was to the effect that any increase in pro- 
fessional privilege should be obtained by increased academic 
qualifications and not by legislation. As a result of, or in spite 
of this brief, the proposed change in the Act died in the Law 
Amendments Committee. 


No other matters were referred to the Legislation Committee 
during the past year. 
I would like to take this opportunity to thank the members 
of my Committee for their advice and co-operation. 
Respectfully submitted, 
A. B. Houston, 


Chairman. 


Maternal Welfare 


To the President and Executive of 
The Manitoba Medical Association: 
46. 

The Committee wishes to submit the following report for the 
year 1958. 

The Committee held one meeting at which all Maternal 
deaths were reviewed. This meeting was attended by the Pro- 
fessor of Obstetrics and Gynecology, University of Manitoba, a 
Pathologist designated by the Manitoba Medical Association and 
the Chairman of the Department of Obstetrics and Gynecology, 
of three Winnipeg hospitals. 

It was noted that there were fourteen maternal deaths in 
Manitoba in 1958, the death rate per 1000 live births being 0.6. 
This compares with previous years as follows: 

1954 1955 1956 1957 1958 


0.5 0.7 0.3 0.4 0.6 
The causes of death were: 


























ei a 
Eclampsia oan 3 
Pre-eclampter toxaemia with abruptic placenta 1 
Hypertensive toxaemia with cerebral haemorrhage 
following caesarean section ____ A 

Haemorrhage 5 
Placenta praevia ee 
Intra-partum with retained placenta —...___-__ 3 
EAT eT Pie 1 

I, 1 

Puerperal sepsis _____. 1 

Puueney euueeeat em. 1 

Acute yellow atrophy of liver 1 





One case of intra-partum haemorrhage with retained pla- 
centa was delivered in Saskatchewan and died in an aeroplane 
over Manitoba. This case is enclosed in the table above. 

There were two associate maternal deaths. 

1. Acute hemolytic anemia. 

2. Cerebral haemorrhage due to rupture of a mycotic aneur- 
ism in a case of subacute bacterial endocarditis complicating 
rheumatic heart disease. 

There were seven autopsies in these 16 cases. These reports 
were forwarded to the Maternal Mortality Committee by the 
Department of Vital Statistics. 

A Maternal Mortality Enquiry Report was completed in 15 
out of 16 cases. In the other cases several letters were sent to 
the doctor but no reply was received. 

The following points were made in regard to these maternal 
deaths: 

1. There was the usual high incidence of deaths in Indian 
(6) and Eskimo (2) races. It might be noted that the number 
of deaths in Indians per 1000 live births was 4.7 as compared to 
0.4 for whites and half-breeds. It was suggested that further 
education of the Indian and Eskimo population in rural areas 
was needed in regard to adequate pre-natal care and preparation 
for confinement. 

2. One case of eclampsia might have been benefited by the 
use of tracheotomy. 

3. A vaginal examination was done by a nurse in a remote 
area in a case of placenta praevia. Since nurses were managing 
such cases, they should receive proper instruction for this 
purpose. 

4. In the case of cerebral haemorrhage due to hypertension, 
death followed a caesarean section performed for prolonged 
essential hypertension in an elderly multigravida patient. It was 
fele that induction and vaginal delivery might have been 
preferable. 
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5. In the case of puerperal sepsis, no autopsy was done. The 
reported clinical findings were fairly consistent with this diag- 
nosis but it was unfortunate that an autopsy was not obtained. 

6. The case of atonic post partum haemorrhage died 12 
hours after delivery. The Committee felt that since she was in 
a centre of reasonable size, more radical steps such as hyster- 
ectomy might have been resorted to as a life-saving procedure. 


Respectfully submitted. 
A.C. McInnis, 


Chairman. 


Medical Education 


To the President and Executive of 
The Manitoba Medical Association: 
47. 
During the year 1958-59 the Committee on Medical 
Education arranged clinical meetings as follows: 
2 for Brandon & District Medical Association 
2 for North of 53 District Medical Society. 
1 for Central District Medical Society 
1 for Northern District Medical Society 
1 for Northwestern District Medical Society. 
1 for Southern District Medical Society 


Two meetings which were arranged for November had to be 
cancelled because of heavy snow which made it impossible for 
the clinicians from Winnipeg to attend. 

It is hoped that the District Medical Societies will continue 


to take advantage of this service. 


Respectfully submitted. 
J. P. Gemmell, 


Chairman. 


Public Relations Committee 


To the President and Executive of 

The Manitoba Medical Association: 
48. 
The Public Relations Committee has held several meetings 
during the past year. Its reports to the Executive and the cor- 
respondence are on file in the Association’s office. The following 
paragraphs are intended to convey some idea of the problems 
that have arisen and some of the recommendations that have 
been made. 

A change in policy regarding the appearance of doctors on 
television and radio programs has been advised, as well as with 
regard to newspaper publicity. It has been difficult to reconcile 
our need for adequate and favourable publicity with our pre- 
vious reticence about allowing individual doctors to be identified 
on television or radio or in the press. 

It has been recommended that, in order to assist the press 
in accurately presenting medical news, a list of approved spokes- 
men for the Association be provided, and that these be the 
elected chairmen of the various scientific sections, or persons 
deputized by them wher not available or to deal with special 
subjects. Thus, if the press required an evaluation of a news 
story dealing with, for example, a new treatment for leukemia, 
the chairman of the section on medicine could comment on it or 
delegate the job to a member of his section known to have a 
special interest in hematology. This might prevent the raising of 
undue hopes in the minds of afflicted readers by damping down 
overenthusiastic press reports. It has further been recommended 
that such commentators could be mentioned by name, provided 
that the statement indicated they were speaking on behalf of the 
Manitoba Medical Association and as commentators only—not 
as originators of the treatment. 


Further, it has been recommended that a doctor engaged in 
research but not in private practice might allow some report of 
his work to appear in the press giving his name and the institu- 
tion where the work was done, provided it appeared to be of 
public interest and provided it had received prior publication in 
scientific journals. Our purpose here is to ensure that the lay 
public is not left with the impression that all the qualified doc- 


tors and all the institutions where advanced work is done are 
somewhere else. 

A further experiment in press relations has been undertaken. 
Mr. Gene Telpner of the Free Press was asked to write a feature 
article on “The Progress in Psychiatry in Manitoba in the Pas: 
Few Years.” This should be published soon, and if it turns out’ 
well, a series of titles will be prepared and an effort will be made 
to have one such article appear each month. We are assured 
that the material will be made available also to the Tribune and 
the Brandon Sun. Our purpose here is to try to set before the 
public some of the good things that have been accomplished by 
the Profession in Manitoba. 

A further recommendation is to try to open up more of our 
annual meetings to the representatives of the press. 

With regard to television and radio, it has been recommended 
that some modification be made in the rule of strict anonymity 
previously recommended for Association members. It is sti 
considered necessary, however, to maintain this rule with regard 
to those engaged in private practice. The Committee has been 
asked for advice by doctors appearing on half a dozen television 
programs. We have been highly gratified by the co-operation we 
have received both on the part of the doctors and the CBC. 

Only one request for a speaker was made to the Association 
from the group on Current Affairs of the Y.M.C.A. This en- 
gagement was filled by the Chairman of this Committee. 


Respectfully submitted, 
R. H. McFarlane, 


Chairman. 


Rehabilitation 


To the President and Executive of 
The Manitoba Medical Association: 
49. 

This past year your Committee has been particularly 
concerned with plans for the construction of a Rehabilitation 
Hospital in the block partially occupied at the present time by 
the Central Tuberculosis Clinic. Your Committee has been 
consulted and full information made available to them from the 
very inception of this plan, and the Chairman of your Com- 
mittee together with several members of the Rehabilitation 
Committee are also members of the Hospital Planning Com- 
mittee; all medical appointments have been approved by your 
Executive. 

The plans call for the construction of a Rehabilitation 
Hospital which will provide for in-patient care of 150 patients 
and for 200 patients daily on an out-patient basis. The cost 
will be met by the Manitoba Hospital Services Plan for in- 
patients, and it is hoped that out-patient services will also be a 
covered expense under the plan. Facilities will also be provided 
for a tuberculosis clinic and preventative services, schools for 
licensed practical nurses and for physiotherapy and occupational 
therapy, as well as complete facilities for doctor and patient 
parking. Approval in principle has been received from the 
Provincial Government and the Federal Hospital Constructiou 
Authorities, and it is hoped that final details will be cleared sv 
that a start can be made in November 1959. 


There was some difference of opinion in regard to the location 
of this institution; however, it was felt that as this particular 
unit was something of a “pilot plant” the advantages to be 
gained by its construction on the proposed site out-weighed 
other considerations. 

It is hoped that convalescence may be speeded up and more 
hospital beds made available, firstly by the transfer of patients 
to this institution who would ordinarily occupy an active bed 
for 30 days or longer and secondly, by the provision of all type: 
of physical therapy on an out-patient basis. 

The projected plans for this hospital have re-activated the 
broader planning for a medical centre, with long range develop- 
ment of medical facilities in the area bounded by William Ave., 
Sherbrook St., Notre Dame Ave., and McPhillips St. 

Respectfully submitted, 

F. Hartley Smith, 


Chairman. 
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Medical studies* in recent years have shown that a 
tendency to blood vessel damage may be lessened by 
reducing animal fat intake. There is also good evidence 
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not found in other vegetable oils. 
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Workmen’s Compensation Board 
Medical Board of Reference 


To the President and Executive of 

The Manitoba Medical Association: 
50. 
For the year ending 31st August 1959, your committee met 
on 18 occasions. A total of 43 claims were reviewed, of which 
9 were the responsibility of the Saskatchewan Compensation 
Board. 

Respectfully submitted. 
F.G. Allison, 


Chairman. 
Representative to Canadian Medical 
Association Executive Committee 


To the President and Executive of 
The Manitoba Medical Association: 


51. 

I have attended all the meetings of the Executive Committee 
of the Canadian Medical Association held during the year and 
from that Committee have acted on the Advisory Committee to 
the Federal Government and as the C.M.A. representative to 
the Trans Canada Medical Plans. The individual meetings have 
been reported directly to our Executive Committee and to the 
members through the Journal 

All of which is respectfully submitted. 

R. W. Richardson, 


Representative. 
Doctors and Nurses Directory 


To the President and Executive of 
The Manitoba Medical Association: 
52. 

The Board meets semi-annually to review the work of the 
Directory and supervise its finances. 

In June a new telephone was installed to take care of calls 
for doctors coming over the new City Emergency Service (999). 
The total number of calls coming into the Directory has not 
altered appreciably. 

The shortage of private duty nurses is sometimes acute; 
about 61% of calls for nurses have been filled during the past 
year. 

Respectfully submitted. 

F. G. Allison, 


Representative. 
Editorial Board — C.M.A.J. 


To the President and Executive of 
The Manitoba Medical Association: 
53. 

As representative to the Editorial Board, Canadian Medical 
Association Journal, I beg to report: 

(1) New items relating to Manitoba medical affairs have 
been published regularly. 

(2) Manitoba has been well represented both in the number 
and quality of scientific and clinical articles published in the 
Journal. At least twenty-five Manitoba doctors have contributed 
within the past year. 

Respectfully submitted. 

Ross Mitchell, 


Chairman. 
Sanatorium Board 


To the President and Executive of 
The Manitoba Medical Association: 


As Representative to Sanatorium Board of Manitoba I 
attended the Annual Meeting of the Board and the following 
is my report: 

The number of tuberculosis deaths in 1958 is the lowest 
ever recorded annually in Manitoba. The new low rate is 4.7 
per 100,000 population, which represents 41 deaths. This com- 
pares with 65 deaths in 1957, 181 in 1950 and 314 in 1945. 

is reduction is gratifying but as it is only a partial reflection 


of the total tuberculosis problem, disarmament and complacency 
are far from justified. New cases of tuberculosis are decreasing 
at a much slower rate than the deaths. 

Since the care and treatment of patients with chronic disease 
other than tuberculosis is a problem in Manitoba, the Provincial 
Government has requested the Sanatorium Board to utilize - 
vacant beds for non-tuberculous cases. Therefore, wards con- 
taining 118 beds in two sanatoria have been designated as 
Extended Treatment General Hospital sections. These sections 
will be further extended. 

Progress has continued in reducing the menace of tuberculosis 
and the outlook is more hopeful today than ever, although it 
has taken 50 years of organized and determined effort. Control 
and eradication have only been partially accomplished. Aggres- 
sive and intensive preventive and treatment programs are still 
necessary for continued and greater success. 


Respectfully submitted, 
Murray H. Campbell, 
Representative. 


Society for Crippled Children and Adults 


To the President and Executive of 
The Manitoba Medical Association: 
55. 
(1) General 
The Society for the Crippled Children and Adults of 
Manitoba has rapidly and consistently increased in size and 
scope since its inception in 1949. It is a voluntary organization 
supported both by Government Funds and by the Funds raised 
publicly through the Easter Seal Campaign and the March of 
Dimes Campaign. Its rehabilitation program, under Medical 
guidance, involves the combining and using of all the efforts, 
materials and skills necessary to return the handicapped of 
Manitoba to a happy and productive life. 
(2) Medical Classification 
Benefits are for children and adults suffering from disabilities 
caused by: 
a. Infectious Disease (Polio, etc.) . 
b. Allergic and Endocrine Disease (Diabetes, Asthma, etc.) . 
c. Diseases of the Nervous System and Sensory Organs 
(Deafness, Cerebral Palsy, Epilepsy, etc.) . 
d. Circulatory System (Rheumatic Fever, Heart Disease, etc.) . 
e. Digestive System Disease. 
f, Bone and Muscle Disease (Muscular Dystrophy, Arth- 
ritis, Club Feet, etc.). 
g- Birth Deformities and Injuries. 
h. Accidents and Amputations. 
i. Tumors. 
(3) Services Available 
e services are intended for those who otherwise cannot 
afford to pay for them. These services include: 
a. Social Work Counselling (all patients) . 
b. Medical __.. Diagnosis and Evaluation. 
c. Treatment Surgery (Orthopedic 117, Plastic 29). 
Physiotherapy. 
Prothetic Equip. (wheelchairs on loan 375). 
Cerebral Palsy Treatment Centre. 
Paraplegic Treatment (at Deer Lodge 
Hospital) . 
. Psychological Services. 
Vocational Counselling and Training. 
Placement Assistance (114 adults placed, 287 referred). 
. Industrial Workshop—formerly Wheelchair Centre— 
94 business firms using this service) . 
. Transportation (number of patient trips, 36,000) . 
(4) Medical Audit 
During a 12 month period there were 592 new cases. This 
produced a total of 2,454 cases (children, 1,407; adults, 1,047). 
Of these 1,104 were from Greater Winnipeg, and 1,350 were 
from the rural areas. The estimated average cost per patient per 
year (including direct services and administration) was approxi 
mately $190.00. 
(5) Income 
Easter Seal Campaign, 20%, 97,500.00 (up 3,000.00 from 
1958). March of Dimes 40%, $197,000.00 (up 17,000.00 from 
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1958). Government Grants (Federal and Prov.), 40%. The 
Public subscribes 60% of the funds and the Government 40%. 
(6) Expenditures 

Expenditures at $462,776.87 were $5,731.39 over income). 

Services to patients, 80.4%; Administration, 8.9% (down 
from 12% in 1958); Fund Raising, 9.3% (down from 11% in 
1958); Other, 2.0%. 
(7) Medical Personnel 

Medical Guide to the Adult Program, Dr. G. Varnam 
replaces Dr. J. D. Adamson. Medical Guide to the Children 
Program, Dr. Wallace Grant. Board of Directors includes Dr. 
F, Hartley Smith, Rep. of the M.M.A. 


Respectfully submitted. 
G. R. Diehl, 


Representative. 


Section of Anaesthesia 


To the President and Executive of 
The Manitoba Medical Association: 
56. 

Our section’s activities for the past season are listed herewith: 

July: A professional policy committee (name subsequently 
changed to anaesthetic planning committee) formed and com- 
prised of one representative from each hospital. 

October: Dr. P. Bromage of Montreal spoke to us on some 
aspects of compliance and ventilation; also on epidural anaes- 
thesia as applied to relief of intractable pain. 

November: Papers by Dr. Kantor (epidural anaesthesia) 
and Dr. Erenberg (control of Haemorrhage in Tonsillectomy) 
were presented to the group. 

December: Annual Christmas Dinner Dance held in Club 
Morocco, 

January 1959: Papers by Children’s Hospital group under 
the joint authorship of Drs. H. Reed, T. McCaughey and M. 
Saunders dealing with Cardiac Arrhythmias in Squint Surgery 
and by St. Boniface Hospital’s Dr. Camras on “A Review of 
Hypothermia with description of its use in two cases” were 
presented, 

February: Dr. Nip, resident in anaesthesia at Deer Lodge 
spoke on “hiccup” and Dr. Cham of Victoria Hospital on 
“T.U.R. and the Anaesthetist.” 

March: Dr. Wolkenstein of the General Hospital spoke on 
“Anaesthesia after dibenzylene had been administered for shock 
due to trauma,” and Dr. McCammon on “Mayo Clinic Anaes- 
thesia Training Program.” 

April: Dr. McCaughey reviewed anaesthesia aspects and 
Dr. Whytehead surgical aspects of Vascular Anomalies of the 
Great Vessels. Progress in preparation for a scientific exhibit at 
the World Congress of Anaesthesiologists to be held in Toronto 
September 1960 was reported on by Dr. Luginsky. 

May: Dr. Mark Nickerson addressed the dinner meeting on 
“Research.” 

June and July: Executive meetings were held to review 
continuing pressing problems of the section concerning fees. 

Respectfully submitted, 

J. McCammon, 


Secretary-T reasurer. 


Section of General Practice 


To the President and Executive of 
The Manitoba Medical Association: 
57. 

During 1958-59 the Executive of the Section of General 
Practice was formed and recognized as a Section by the Execu- 
tive of the M.M.A. The General Practitioners’ Association, 
which was formerly recognized as a Section by the M.M.A. con- 
tinues in existence as an Affiliated Body. These changes were 
made in accordance with changes in the Constitution of the 
M.M.A. 

Meetings of the Executive of the General Practitioners’ 
Association were held in October and November 1958. A 
general meeting of the G.P.A.M. was held in December 1958 
to organize the Section and each month from January to May 


1959 joint meetings of the executives of the G.P.A.M. and the 
ion of General Practice took place. 

Activities during the year consisted of the General Meeting 
held on October 6th, 1958, the annual Valentine Dinner and 
Dance, which continues to be a pleasant and successful venture, 
and presentation of the program for the Winnipeg Medical ° 
Society Meeting of January 23rd, 1959. 

The five members appointed by our executive to the Pro- 
fessional Policy Committee have continued to do their part of 
the arduous duties undertaken by this committee. 

Under the guidance of the President, Dr. R. O. Flett there 
have been prolonged and spirited discussions about medical poli- 
cies and economics that are the proper concern of this group. 


Respectfully submitted, 
A. A. Campbell, 


Recording Secretary. 


Section of Internal Medicine 


To the President and Executive of 
The Manitoba Medical Association: 
58. 

The Internist’s Section held four scientific dinner meetings 
during year 1958-59. The Executive of the Section was Dr. L 
R. Coke, President; Dr. J. F. S. Hughes, Secretary; and Dr. J. 
P. MacLean, Program Chairman. At the last meeting on May 
7th the election of officers for the year 1959-60 was held; these 
are Dr. J. Hildes, President; Dr. J. A. Moorhouse, Secretary; 
and Dr. J. E. Morris, Program Chairman. 

John A. Moorhouse, 
Secretary. 


Section of Obstetrics and Gynaecology 


To the President and Executive of 
The Manitoba Medical Association: 
59. 

Two business meetings of the Section were held. A dinner 
was given for Dr. George White, St. John, New Brunswick, 
Past President of the Society of Obstetrics and Gynaecologists 
of Canada. 

Respectfully submitted. 

C. C. Henneberg, 
Secretary. 


60. 
Section of Psychiatry 

During the past year the Psychiatric Section of M.M.A. has 
continued its usual active programme. One of the scheduled 
winter meetings had to be cancelled owing to weather conditions, 
however, three meetings were held at varying points in the 
province. Each was well attended. Interest in the Section, as 
reflected in membership, continues to increase and a total of 46 
ordinary and associate members was reached. 

Although no formal affiliation of the Section exists with the 
Canadian Psychiatric Association, an active liaison has been 
maintained and assistance has been provided when necessary to 
have a representative attend the meetings of the C.P.A. Board 
of Directors. Various other committees continued to function in 


+ ge the Section to M.M.A. and other professional 


es. 
The first meeting of the Section in the current year was held 
in Winnipeg in conjunction with the annual convention of the 
M.M.A. This was a dinner meeting at Chan’s Cafe. Dr. J. 
Matas delivered an excellent presidential address in which he 
reviewed the history and development of psychiatry in Manitoba. 
The February meeting, held at Portage la Prairie, included 
both business and scientific sessions. Clinical Papers were read 
by Dr. J. Klimczynski on the “Use of Stelazine” and by Dr. R. 
Gibson on “Mental Defect in Idiopathic Hypercalcaemia.” At 
this meeting a new constitution was presented and adopted. 
The Annual General Meeting was held in Selkirk in May. 
A clinical paper was presented by Dr. W. G. Lamberd who 
discussed “Therapeutic Community Principles applied to Mental 
Hospitals,” and a book review was presented by Dr. W. Glassco 
who discussed the application of Psychoanalytic theory in medical 
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and psychiatric teaching. At this meeting the following officers 
were elected for the coming year: 
Chairman: Dr. J. Klimczynski 
Vice-Chairman: Dr. Gerda Allison 
Secretary-Treasurer: Dr. I. B. Thomson 
A financial statement was presented and approved. 


Respectfully submitted 
I. Blake Thomson, 


Secretary-T reasurer. 


Radiology 


To the President and Executive of 
The Manitoba Medical Association: 
61. 

During the year the Section of Radiology of the Manitoba 
Medical Association met on four occasions to discuss matters of 
current interest. 

The officers elected this year are: 

Chairman: Dr. W. J. Elliott 
Secretary: Dr. J. B. Squire 
Treasurer: Dr. C. W. Hall 


J. B. Squire, 
Secretary. 
62. Nominating Committee 
Officers and Members-at-Large 
President: Dr. F. G. Allison, Winnipeg 
First Vice-President: Dr. H. L. McNicol, Flin Flon 
Second Vice-President: Dr. F. H. Smith, Winnipeg 
Dr. K. R. Trueman, Winnipeg 
Honorary Secretary: Dr. A. A. Campbell, Winnipeg 


Dr. R. O. Flett, Winnipeg 

Honorary Treasurer: *Dr. G. R. Diehl, Winnipeg 
Dr. W. S. Neal, Winnipeg 

Rural Member-at-Large: De. KL J ohnson, Pine Falls 

Dr. G. J. Smith, Gladstone 

Winnipeg Member-at-Large: Dr. A R. Birt, Winnipeg 
Dr. S. A. Boyd, Winnipeg 

*Nomination declined 


63. Senior Membership, C.M.A. and 




















Manitoba Division 
Dr. William Frederick Abbott Winnipeg 
Dr. James Douglas Ad : Winnipeg 
Dr. William John Barber Winnipeg 
Dr. Thomas Cloudsley Brereton Winnipeg 
Dr. Aiexander Murray Campbell __.__ Winnipeg 
De. Hacer Copseger ——______ Winnipeg 
De. Wien Cees ——— Winnipeg 
Dr. George Coltherd Dodds Winnipeg 
Dr. Ievin Offero Fryer ——  ___ Winnipeg 
Dr. James Polson George — Winnipeg 
Dr. Keith Gordon Grant _____. Winnipeg 
Dr. Fred Lawrence Jamieson Winnipeg 
Dr. Albert Sidney McCann _._____ Winnipeg 
Dr. Donald Faison McIntyre Winnipeg 
Dr. George Boyd McTavish —__- Winnipeg 
Dr. Donald John Gunn MacLean ____ Winnipeg 
Dr. Frank Alex MacNeil Winnipeg 
Dr. John Roy Martin —_.___ Winnipeg 
Dr. Alexander George Meindl ______ Winnipeg 
Dr. Wesley George Montgomery _...... Winnipeg 
Dr. Acram Moyse Winnipeg 
Dr. Gregory Novak Winnipeg 
eS ees Winnipeg 
Dz. Jean Joseph Trudel Winnipeg 
Dr. Norman Wilfred Warner Winnipeg 
Dr. Thomas Henry Williams Winnipeg 
Dr. Fred Armstrong Young — Winnipeg 
Dr. Alfred Henry Boon ___.. Birch River 
Dr. Thomas Irwin Brownlee — Russell 
Dr. James William Cairns — Pipestone 
Dr. Archie Peter Cameron Swan River 
Dr. Alva Burton Chapman Reston 


Dr. Thorne William Shaw Russell 





64. 
Representatives to Board of Trustees 
Manitoba Health Service 
(Seven to be selected) 

Dr. F. G. Allison Winnipeg 
Winnipeg 
Winnipeg 
Winni 


Wi ro 
Winnipeg 
Winnipeg 
Winnipeg 
Winnipeg 
....Winnipeg 
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Economics 


To the President and Executive of 
The Manitoba Medical Association: 
65. 

Representation on the Committee on Economics of the 
Canadian Medical Association permits the Executive of this 
Division and its corresponding Economics Committee to be 
familiar with many of the activities of the parent organization. 

(1) Of these one is the recent publication and distribution 
of a monthly newsletter from the C.M.A. Bureau of Economics. 
This provides currently published economic information to mem- 
bers interested in medical economics. . 

(2) The local committee has been kept advised concerning 
the progress of the Relative Value Fee study under way at the 
C.M.A. level. Early examination of this work by the respective 
Divisions is anticipated. 

(3) The very large proportion of doctors in Canada who 
practice under a salary arrangement poses increased problems. 
They involve adequate contractural arrangements and the 
preparation of informative documents to delineate acceptable 
standards of contract and methods of negotiation. Through a 
petition to Parliament the C.M.A. has amended its Act of In- 
corporation. This will permit C.M.A. or its Divisions to assist 
or represent its members in matters of collective bargaining. In 
addition in the wider field of negotiations between government 
and the profession, the experiences which have occurred in 
Great Britain are receiving closer scrutiny. 

(4) The diversity of insurance claim forms has been a source 
of irritation. Representatives of the Economics Committee, 
C.M.A., working with those of the life insurance industry, have 
brought to a final stage the development of standard claim and 
indemnity forms. It is to be hoped these forms will be accepted 
by all life and casualty companies since their simplicity and 
uniformity should relieve the doctor of some of his paper work. 

(5) During the past year the committees on economics of 
the C.M.A. and its Divisions have been especially interested ia 
the further participation of government in medical practice and 
the position in this matter of the doctor-sponsored prepaid 
medical schemes. In some quarters it is felt that the schemes 
should participate in the medical care of indigents and near- 
indigents with support from government. This is somewhat the 
case already in several provinces. Your committee has felt that 
C.M.A. should undertake greater responsibility in formulating 
policy in the overall picture and provide leadership in the various 
phases of prepaid medicine. To this end your committee under- 
took the necessary measures at the last annual meeting of the 
General Council, C.M.A., to create a special committee of the 
Canadian Medical Association, the Committee on Prepaid 
Medical Care. This Committee is to study continuously all mat- 
ters pertaining to health insurance and medical services in order 
to provide information and recommendation pertaining to these 
matters as they affect our Association and the profession. 

In the local field several matters of importance engaged the 
interest of this Committee. 

(1) The review of relations between the Association and the 
Workmen’s Compensation Board has not been concluded. The 
medical referee committee, which has been a concern to the 
Association, received special attention by the Royal Commission 
under Mr. Justice Turgeon. The medical referee committee 
will now consist of five doctors; two of these are selected as 
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ORETIC 


(HYDROCHLOROTHIAZIDE, ABBOTT) 


your most potent means 
when the end is saluresis* 


*In many clinical problems the 
elimination of salt (saluresis) is just 
as important as diluresis. And 
OrETICc provides your most oh 
means to these en 


~ Doctor: if you have — 
low-salt patients you can 


put some real pleasure 
(and some real salt) 
back on their tale 


... take rigid diet plans 
(and all their bother) 
out of your treatment 


In simplest terms, giving new QORETIC 115s like 
packaging a low-salt regimen in a single tablet... 
because QRETIC steps up excretion of sodium 
and chloride, and thereby often cuts down the need 
for extremely rigid diets for patients with hyperten- 
sion, renal edema, congestive heart failure or 
toxemia of pregnancy. 

Further, it makes sense that the more potent the 
diuretic-antihypertensive, the greater the chances 
that sodium restrictions can be relaxed. 

And new ORETIC is the most potent, effec- 
tive oral diuretic-antihypertensive yet discovered. 
It hasa high therapeutic ratio, low toxicity. It works 
successfully with dosages only 1/10—1/15 those of 
chlorothiazide. Available for your trial in 25- and 
50-mg. tablets, bottles of 100 and 
1000. Consult complete indications, 
dosage, precautions in ORETIC assotT 
PHYSICIAN'S LITERATURE booklet. 


Abbott Laboratories Limited * Montreal 
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before by this Association, one by the patient-employee as his 
representative, one by the employer group, and the medical 
officer of the Board. Changes were suggested in the brief pre- 
sented to the Turgeon Commission by your Association through 
the Economics Committee. Negotiations concerning the fee 
schedule of the Board have been deferred pending completion 
of the new schedule of fees in preparation by the Professional 
Policy Committee for the Association. The Economics Com- 
mittee has been given the opportunity to observe the proceedings 
of the Professional Policy Committee and is in a position to 
appreciate the high level of interest maintained and the diffi- 
culties encountered by its members. Of chief concern to the 
Economics Committee is that the new fee schedule will be re- 
vised to a realistic level. By this is meant not only the necessity 
to meet the great increases in living costs in recent years which 
will no doubt continue, but the need for an instrument for 
negotiation with a variety of third parties. 

(2) During the year C.M.A. requested from the Divisions 
information and recommendations pertaining to medical practice 
among treaty Indians. In this province the profession was indi- 
vidually approached and the resulting data and opinions were 
forwarded in the form of a report for use in discussions with 
the Department of Indian Affairs. 

(3) Through the year also the Committee has been aware 
of the tendency of some insurance companies to establish fees 
for service in such a way that patient and doctor are led to 
believe the amount paid by the carrier is full payment for the 
doctors’ service. In one instance conversations with representa- 
tives of a carrier led to a satisfactory resolution of the problem. 
Again a letter clarifying the doctors’ position relative to in- 
demnity and comprehensive coverage has been addressed to the 
Review for publication. It is not amiss to remind our members 
that in private practice the doctor assesses his own charge based 
upon the nature of the case and bills his patient directly. The 
indemnity forthcoming from his insurance company should be 
used by him to meet his obligations to his doctor. 

(4) Finally at the request of the Minister of Health, Dr. 
George Johnson, the Association directed this Committee to 
undertake a survey of its members to determine the approximate 
value of services rendered patients unable to meet their medical 
charges under any circumstances. The information has been 
gathered from two sources, the practitioner and the teaching 
wards in hospitals. The data forthcoming from individual doc- 
tors have now been processed by the Manitoba Health Service. 
It is to be hoped that the study will be shortly completed. The 
assistance rendered in this compilation by the Manitoba Health 
Service is greatly appreciated. 

Respectfully submitted. 

K. R. Trueman, 
Chairman. 


66. 
No report was received from the following Committee: 
Medical Aspects of Traffic Accidents 


67. 
Other Committees 
No unusual activity was reported from the following 

Committees: 

Constitution and By-laws 

Nutrition 

Occupational Medicine 

Organization 

Public Health 

Red Cross Blood Service 

Section of Salaried Physicians, C.M.A. 


Committee on Pharmacy 


To the President and Executive of 
The Manitoba Medical Association: 
68. 

No urgent matters requiring committee meetings came up 
during the year. Personal liaison with the central committee has 
been maintained by correspondence. 

Respectfully submitted. 

M. J. Ormerod, 


Chairman. 


Sickness & Accident Insurance 


To the President and Executive of 
The Manitoba Medical Association: 
69. 

Another year is rapidly drawing to a close, this being the first 
year of operation of our revised sickness and accident scheme, 
therefore it is rather early to submit an accurate report of our 
experience during this time. However, a rough survey would 
indicate that approximately 40% of members took advantage of 
the new plans which was insufficient to effect the medically fit 
clause. Each member was contacted personally and it is reported 
that all were approached. We feel the rural response left much 
to be desired. 

This year has seen your committee take on the added re- 
sponsibility of Group Life Insurance and a study at present is 
being made—as to the feasibility of making a further $15,000 
Life Insurance Coverage available to the profession at a later 
date. 

Another question being studied by this committee is the 
question of group Medical Care and semi-private Hospital care 
plan for physicians and their families. You will be approached in 
this regard as well and your wishes will be carefully considered. 

This being somewhat a transition year in the function of 
this committee, there is little change to report. However, the 
advent of the new year should see new developments in our 
Insurance Program. 

Respectfully submitted. 

M. J. Ranosky, 


Chairman. 
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Addenda To Committee Reports 
ee ee ee ee ee ee 


Committee of Nominees to the 
Board of Trustees 
Manitoba Health Service 


It is my duty to present the report of the 
Chairman of the Committee of Nominees to the 
Board of Trustees of the Manitoba Health Service. 


In the past it has been the custom for the M.M.A. 
to invite a representative of the Board of Trustees 
of the M.H.S. to address the Annual Meeting of the 
M.M.A. at its business session. Under the changes 
in the Constitution of the,M.M.A., approved and 
passed at your last Annual Meeting, provision has 
been made for the nominees of the M.M.A. to the 
Board of Trustees of M.H.S. to elect from their 
number a Chairman who becomes automatically a 
member of the Executive of the M.M.A. The Chair- 
man, in addition to attending meetings of the 
Executive and reporting activities of the M.H.S. is, 
like other committee chairmen, required to report 
to the annual meeting. 

M.H.S. is continuing its operations with a 
constant trend towards increasing in growth. Sub- 
scribers enrolled at 31 July 1958 numbered 293,- 
692; at 31 July 1959—328,946. Subscription income 
and claims expense show corresponding increases. 
The Board has maintained pro-ration of claims at 
75% with the addition of a periodic adjustment to 
the extent that funds allowed. Since 1 Jan. 1959 
this periodic adjustment has been maintained at 
10% which results in the equivalent of pro-ration 
at 82.5% of claims. Administrative expenses to 31 
July 1959 were 6.15% as compared with 6.93% at 
31 July 1958. 

The Hospital semi-private coverage which was 
inaugurated 1 July 1958 now, at 31 July 1959, has 
97,265 persons enrolled. Proper reserves have been 
established and on 1 March 1959 subscribers re- 
ceived a 20% reduction in premium. 

M.H.S., as a member of Trans-Canada Medical 
Plans, and with the support of the M.M.A., con- 
tinued to urge the establishment of a national 
underwriting agency to deal with contracts of 
national employers. Recommendations were made 
to the special C.M.A. committee investigating 
T.C.M.P. in support of such an agency. Unfortun- 
ately our recommendations did not receive support 
from the majority of T.C.M.P. or from the C.M.A. 
Committee and T.C.M.P. remains in effect a trade 
association with no function in the field of national 
underwriting. 

In May of 1959 M.H.S. received information con- 
cerning T.C.M.P. negotiations in respect to health 
service benefits for the Federal Civil Service Em- 
ployees. It had been known for some time that 
the Federal Government was planning a health 
program for its employees and under T.C.M.P. 


arrangements, P.S.I. of Ontario was the negotiating 
agent for T.C.M.P. Preliminary specifications for 
the program were received in June and study of 
these indicated that the program would likely be 
of an indemnity type. Final specifications were 
received in August and proved to be specifically 
indemnity in nature. The majority of T.C.M.P. 
plans were unable to comply with these specifica- 
tions because of the indemnity type coverage and 
so voted in favour of not submitting a bid. M.H.S,, 
Quebec Blue Cross, New Brunswick and Nova 
Scotia Medical Services, attempted to form a 
syndicate to underwrite the contract but were 
unable to obtain an underwriter in Alberta. Im- 
mediately before the deadline of 15 September an 
attempt was made by T.C.M.P. with the assistance 
of a Montreal Public Relations firm, to obtain 
alterations or amendments to the specifications 
which would have allowed the T.C.M.P. service 
plans to submit a bid for this contract. However, this 
request was rejected by the Minister of Finance, 
Mr. Fleming. So, at the present time, there appears 
to be no opportunity for T.C.M.P. Plans to take 
part in the Federal Civil Service health program. 
M.H.S. feels that this failure to bid on the Federal 
Civil Service health program further points out the 
weaknesses of T.C.M.P. and the need for a national 
underwriting agency with the ability to provide 
the widest range of health contracts. 


In December 1958 approval of the Executive of 
the Manitoba Medical Association was received for 
the M.H.S. to proceed with the necessary steps 
to enable them to offer indemnity type contracts. 
Study of our operations and charter by legal coun- 
sel resulted in M.H.S. being advised that a separate 
corporation, namely an insurance company, would 
be necessary to undertake indemnity contracts. 
Amendments to the M.H.S. charter would be neces- 
sary to allow M.HLS. to establish such a company. 


On 15 Jan. 1959 the M.H.S. Board passed a reso- 
lution that such an organization be established and 
authorized the Executive to proceed. The necessary 
amendments to the M.H.S. charter were finally 
passed at the summer session of the provincial 
legislature and subsequently the United Health 
Insurance Corporation Limited, a wholly owned 
subsidiary of M.H.S., has been incorporated by 
letters patent from the provincial government. 

Also on 15 Jan. 1959 the Board by resolution 
approved the engagement of the Market Opinion 
Research Company of Detroit to conduct an opinion 
study amongst the M.H.S. subscribers and the pub- 
lic of Greater Winnipeg in an attempt to discover 
the wishes and needs of the subscribers and public 
in respect to health services. This study has been 
done and M.H.S. expects the report of Market 
Opinion Research in the very near future. 
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In May - June 1959, 64 substandard groups were 
advised that their coverage would be reduced to 
Plan H on a non-group basis or, if unwilling to 
accept this, cancellation. About 50% of the sub- 
scribers involved took Plan H coverage and since 
1 July 1959 a considerable number of the groups 
have been reconstituted and, having met under- 
writing standards, are re-enrolled. 

It has been apparent for some five years that 
additional office space would be required for the 
operations of M.H.S. This need has become acute 
in the past year. Several sites and locations for 
office space have been investigated over the past 
two years but no suitable and economical location 
was found. In March 1959 the Board authorized 
the purchase of a building site in the area of Polo 
Park Centre Ltd. Plans for the erection of a build- 
ing on this site were approved by the Board on 29 
September. It is believed that the space provided 
in this building will meet the needs of M.H.S. and 
its subsidiary for the period of the next 15 or 20 
years. The site allows for expansion of the building 
in the future. 

This report does not attempt to cover all the 
details of the operations of M.H.S. for the year but 
does indicate the highlights of the period covered 
since the last annual meeting. 

Respectfully submitted. 

A. R. Tanner, M.D., 


Chairman. 
Annual Report 
Professional Policy Committee 
1959 


During the past year the P.P.C. has been 
heavily preoccupied in the development of a new 
fee schedule. The Committee recommendations 
were completed early in February. Because of a 
very heavy February agenda the report upon this 
matter was not made to the Executive Committee 
until the March meeting. The complete report, 
made at that time, has been reproduced in the May 
edition of the Association Review. It contained 
two major recommendations. FIRSTLY, that the 
general format and unit values of the Relative 
Value Study of the California Medical Association, 
Edn. II, should be followed with very minor modi- 
fications as the basis of the new Fee Schedule for 
Manitoba. To this the addition of a new indexing 
to allow an expansion of the inadequate California 
listing of Pathology procedures was also recom- 
mended. SECONDLY, it recommended that the 
dollar value of each unit be set at Three Dollars 
and Fifty Cents ($3.50) applicable to all Sections 
and Blocs. The Executive Committee accepted the 
first suggestion and returned the second recom- 
mendation regarding unit dollar values back to the 
Committee with a request that the effect of several 
figures be studied. 

The P.P.C. reported that the provision of the 
answers to this latter request would require Actu- 


arial assistance. Although a Consultant Actuary 
was appointed, May 2 and was thoroughly briefed 
shortly thereafter, his final report did not become 
available until mid-September. In simple terms 
the Consultant advises that at the suggested rate 
medical care costs in Manitoba would rise abruptly 
and that this increase in revenue would be 
distributed unfairly. To dampen down the gross 
impact and to alter the pattern of payment to 
various sections and groups, the Actuary suggested 
a series of modifications to the California plan. 
The most important of these concerns the Medical 
Services Section which requires considerable simp- 
lification and refinement before it can be said to 
reflect properly the patterns of practice which have 
evolved in this Province. As a consequence, the 
Medical Services Section has been revised using 
a general format suggested by our Consultant. 
This revised section has been recommended by 
the P.P.C., and has been, during the past 10 days, 
accepted by the Executive Committee. 

All the elements of a new fee schedule have 
therefore been completed. There remains only the 
matters of approval, assembly and printing. 

The P.P.C. has been very much aware of the 
urgency surrounding the development and approval 
of a new fee schedule. We had hoped to be able to 
place in your hands, at the Annual Meeting, draft 
copies at least of the new schedule. Although each 
of the Sections have expressed their willingness to 
go along with the California format and the $3.50 
unit value, they have not had an opportunity to 
study the revised Medical Services Section. The 
P.P.C., therefore recommends that the Annual 
Meeting give consideration to the development of 
an instruction to the effect that drafts of the com- 
plete proposed schedule be printed and circulated 
as soon as possible and that prior to the recom- 
mendation of a final format to the Executive Com- 
mittee, the P.P.C. arrange to provide each Bloc or 
Section an opportunity to discuss and make recom- 
mendations upon the new schedule. 

In my last Annual Report I stated that the 
resolution of the data available to us a year ago 
would call for Medical Statesmanship of the highest 
order. I am happy and proud to be able to relate 
that your 10 representatives have not been found 
wanting in this regard. From my completely ob- 
jective perspective it has been very satisfying to 
watch highly contentious situations gradually re- 
solved into solutions by a rather slow process of 
give and take. Though tedious, I am convinced 
that this process has served the best interests of 
the profession at large. Several of the Committee 
members have this year completed their three-year 
appointments. I suggest that irrespective of the 
area of the profession they represent, they deserve 
the appreciation and thanks of all elements of this 
Association. 

H. M. Malcolmson, M.D., 
Chairman. 
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DETAILMEN NOTICE 
A copy of the Registration List for the 1959 Annual Meeting is available in the 
Association office. Kindly direct requests by phone — WH 3-1469 or by mail to 
the Manitoba Medical Association, 601 Medical Arts Building, Winnipeg 1. 
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North of 53 
District 


Two further cases 
of polio reported. 
Dysente and 
enteritis fairly pre- 
valent as are infec- 
tious hepatitis and 


aseptic meningitis. 













Northern District 
Scarlet fever and tuberculosis are the 
only diseases of any significance re- 
ported. 










Northwestern District 
Infectious hepatitis still prevalent and 
meningococcal meningitis is being 
reported. 













Winnipeg District 
A case of polio. 
reported from Pine 
Falls. Dysentery 
and infectious 
hepatitis fairly 
prevalent. Menin- 
gitis due to ECHO 
virus also common 
report. The first 
case of tetanus for 
the year was re- 
ported. 


























Central District 


A polio case re- 
ported from Tre- 
herne area. Other 
communicable dis- 
eases discovered 
are enteritis, dys- 
entery and menin- 
gitis due to cox- 
sackie virus. 





























Brandon District 


A case of polio 
resulting in death 
is reported. Dys- 
entery, infectious 
hepatitis and 
whooping cough 
are other diseases 
reported. 























Southern District 
Meningitis due to ECHO virus re- 
ported from several parts of this area 
as is infectious hepatitis. 









